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I. INTRODUCTION 


THE perfect ideal of the Sister nurse is Jesus Christ. 
While on earth He taught us by His own Divine 
example, the care of the sick and the motive that 
should inspire our service. The Gospel narratives re- 
count an unbroken chain of mercies toward the poor, 
the sick, and the suffering. “Jesus, Son of David, cure 
me,” said many a sick beggar lying by the roadside, 
to our Divine Lord, and “Virtue went out from Him 
and healed all” (Luke 6: 19). A touch from His 
almighty hand and their bodies were made whole; a 
word from His sacred lips and peace was given to 
their souls. “He that is well has not need of a physi- 
cian, but he that is sick,” was the answer of the Great 
Physician to the arrogant Pharisees who accused Him 
of mingling with publicans and sinners. True, His fol- 
lowers were the poorest among the poor: the beggar, 
the lame man, the publican, the sinner, the leper. 
Such were those whom His Sacred Heart loved most 
and to whom His consoling words of comfort were 
addressed." 

Such a gathering of sick and infirm as the hovels 
of Jerusalem and the waysides of Galilee poured forth 
may well be compared to our Catholic hospitals where 
all are received with the same charity, whether they are 


1Rev. Joseph L. Healy, S.J., “Opportunities for Religious Educat’on in the 
Hospital,”’ Hosprtat Procress, Vol. XVIII, No. 8 (August, 1937), p. 259. 
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Jews or Gentiles, rich or poor, friend or enemy.” To 
all, the same care, the same kindness, and the same 
devotedness are extended because our Catholic hos- 
pitals have received their mission from Jesus Christ 
in whom they seek their inspiration. 

Inspired then, with the charity of Christ, we, the 
Sister nurses, are stimulated to high ideals in our 
ministrations to the sick and weak of body, to the 
weary and sick of soul. In this work of mercy which 
we have undertaken for the honor and glory of God, 
we exert every effort and skill in caring for the ills of 
the body, but more, following the example of our 
Blessed Lord, we endeavor to take even greater care 
of the ills of the soul, because for us the soul of the 
patient is of paramount importance. If we take care of 
the body afflicted with disease and sickness, it is in 
order to reach the soul. The Sister who stands as God’s 
angel at the bedside of the patient has many oppor- 
tunities to turn her patient’s thoughts from things 
material to things spiritual because bodily infirmities 
are often a means of opening the avenues to the soul. 

But if the spiritual welfare of our patient is our 
great concern at all times, it should be even more so 
when our patient’s sufferings augment and when one 
by one all hopes of recovery disappear. The appalling 
words of Ecclesiastes, “If the tree fall to the south, 
or to the north, in what place soever it shall fall there 
it shall be” (Eccles. 11: 3). Indicate how it will be 
with our patient: his eternity depends on his state of 
soul at the time of his death. How important it is, 
then, to give him the proper guidance and with tact 
and charity inform him of the danger of his condition 
before he is tortured with pain or threatened with 
unconsciousness. If the patient has full possession of 
his faculties he will receive more profit from the spirit- 
ual help given him. 

The priest should be a friend and spiritual adviser 
to the patient during the whole of his stay at the hos- 
pital, and we must help him in his ministrations to 


“Ibid. 
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the patient by informing him as soon as we perceive 
that the illness is becoming worse, that life appears to 
be in danger. There may be an excuse for a person 
dying without the Last Sacraments in his own home 
if those surrounding him are ill informed or have not 
the courage to face reality, but in a Catholic hospital, 
unless the patient is suddenly struck with death, there 
can be no excuse. Keeping in mind that no matter 
how slight the illness, it may terminate in death, let 
us exhort our patient to attend with great earnestness 
to the health of his soul while he is receiving medical 
assistance for the recovery of his bodily health. 

How sad it is to hear that in many homes, even in 
Catholic homes, death comes more or less unprovided 
for, a catastrophe, of which the family refuses to 
admit the reality before the terrifying signs of agony 
have appeared. How fatal delay may prove! The 
priest when finally called hastens to perform his duty 
of zeal, to give Extreme Unction, the Sacrament of the 
sick, and too often finds an unconscious patient in 
condition for only conditional absolution.* 

In our Catholic hospitals we view things differently 
for we have frequently observed how wonderfully the 
mercy of God operates through the Sacrament of Ex- 





8Dr. Pierre Barbet, ‘‘Nos devoirs spirituels envers nos malades,’ Etudes, 
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treme Unction. When a patient is prepared, the Sacra- 
ment has a psychological and a physical as well as a 
spiritual effect which gives him new courage for the 
struggles to come. Moreover, divine grace might at 
this moment change into a saving flame the flickering 
faith and the smoldering hope of our patient. Perhaps 
because of our prayers, our example of Christian char- 
ity, and our tact in exhorting the patient to accept the 
visit of the priest early we may be instrumental in 
revitalizing a member of the Mystical Body. 

There are some of our patients, however, who are 
not of the fold and therefore cannot partake of the 
many blessings of our Holy Faith. While we must 
respect their human liberty and not impose our reli- 
gious beliefs upon them, nevertheless, we can do much 
to help them in this last moment secure for themselves 
an eternity of happiness. God wants them to be saved: 
for them also our dear Saviour shed His Most Precious 
Blood. Baptism or an act of perfect contrition is their 
only means of salvation. How happy will be the hos- 
pital Sister who has poured the saving waters of 
Baptism on the head of a dying child or has suggested 
an act of perfect contrition to a dying man, and has 
thus opened for one more soul the portals of Heaven. 
“They that instruct many to justice . . . shall shine 

. as stars for all eternity” (Dan. 12: 3). 


Il. THE ADULT PATIENT 


A. The Catholic Patient 
The Practical Catholic 


“Ts any man sick among you? Let him bring in the priests 
of the Church, and let them pray over him, anointing him 
with oil in the name of the Lord. And the prayer of faith 
shall save the sick man, and the Lord shall raise him up; 
and if he be in sins, they shall be forgiven him” (St. James 5: 
14, 15). 

The loving kindness of God has provided for us in 
the sacraments of the Church, seven channels through 
which the merits of the sufferings and death of Christ 
are applied to our soul. In every crisis of our life, as 
children of God, we are allowed to draw from this 
everlasting Source, but it is especially in the pains 
and weakness of a near-approaching death that the 
thoughtful love of God is most generous in giving 
special help for fortifying our soul.‘ 

The Imitation of Christ says, “Blessed is he that 
has always the hour of death before his eyes and every 
day disposes himself to die,” for our Lord said, “Be- 
cause at what hour you know not the Son of man will 
come” (Matt. 24: 44). If all Christians were to realize 
these inspired words, the approach of their death would 
appear to them in a very different light. However, the 
confusion of religious thought so prevalent in the world 
today, the worries of life and the seeking after pleas- 


*Rev. Michael Quinlan, S.J., ‘‘Extreme Unction,”’ 
Sacrament Series No. 4, pp. 1, 2. 


Irish Messenger Series, 


ures take the time and the energy of many to the 
detriment of their spiritual welfare. At the time of 
serious illness, the thought of death and of eternal life 
are forced upon the patient’s mind and things ma- 
terial lose their attractiveness while things spiritual 
take on new meaning.° 

It is at such time that the Sister nurse has the 
privilege of assisting in the work of divine grace in 
the souls of her patients, and of helping them when 
they must cross the threshold of death. Generally, 
the patient who is dangerously ill does not completely 
ignore his condition and often wishes to see the priest 
even when he does not express this desire. 

Naturally the question arises as to when it is prudent 
to tell the patient of the seriousness of his condition 
and of the advisability of his receiving Extreme Unc- 
tion. E. Genicot, S.J., and P. Salzmann, S.J., say, “It 
is permissible to give Extreme Unction when it is 
probable that the person will die even if it is probable 
(and more so) that he will live.’” 

The Sacrament of Extreme Unction is designed, ac- 
cording to the words of St. James, to relieve the suf- 
ferings, and to restore the health of the body if it be 
for the good of the soul. We ought not then to deprive 
our patient of the many graces this sacrament will 
bring him if it is received in due time. The danger 


5Rev. Joseph L. Healy, S.J., op. cit., p. 26. 
®Genicot, E., S.J., and P. Salzmann, S.J., Vol. II, No. 150 (Ed. 1927), “De 
Baptismo,”’ “De periculo mortis.”’ 
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of alarming the patient is far greater if the priest is 
not sent for until the last moment. If, on the contrary, 
the priest is sent for in good time, his ministrations 
will not alarm the sick person because he can be told 
that there is yet hope of recovery. Moreover, when 
Christ is called into a situation we need not fear any 
disturbances for He is the Prince of Peace.’ We will 
often be surprised to hear our patient express his 
gratitude for the great comfort of mind and body 
given him through the reception of the Sacraments. 
The Council of Trent tells us of the Sacrament of Ex- 
treme Unction “that it confers grace, remits sins, and 
alleviates the sick . . . the effect is the grace of the 
Holy Spirit, whose unction blots out sins, if any re- 
main to be expiated, and the consequences of sin; and 
alleviates and strengthens the soul of the sick person 
by exciting him to a great confidence in the divine 
mercy, sustained by which confidence he bears more 
lightly the troubles and sufferings of disease, and more 
easily resists the temptations of the demon lying in 
wait for his heel; and sometimes, when it is expedient 
for his soul’s salvation, recovers bodily health.” 

If the patient is informed of the seriousness of his 
condition early, he will receive the Sacrament of Pen- 
ance while fully conscious, and will receive with full 
benefit the Living Bread that cometh down from 
Heaven. Thus fortified, he will ask for or at least ac- 
cept, Extreme Unction. 

It might be well here to mention the ordinary prepa- 
ration for this occasion. There is not much need to 
mention that the room should be tidy, the bed linen 
changed, and the patient given at least a partial sponge 
bath of the parts to be anointed with blessed oil, and 
a good mouth wash. The bed-clothes at the foot of 
the bed should be arranged so that they may be turned 
up easily when the time comes to anoint the feet, so 
as not to delay the priest. 

On a table, covered with a white linen cloth should 
be placed a crucifix; two candles; two small vessels, 
one for holy water, the other for fresh water. When 
available some fresh flowers may also be put on the 
table. 














F — Flowers 
F F C — Candle 
Cr — Crucifix 
D W — Drinking 
Cc Cr C Water 
H W—Holy Water 
DW xX H W X — Space for the 
Blessed Sac- 
ARRANGEMENT OF TABLE IN SICK rament or the 
ROOM* Holy Oils 


The table should be placed near the foot of the bed, 
but not against it, usually on the patient’s right-hand 
side, in such a position that it will not be in the priest’s 
way when giving Holy Communion or Extreme Unc- 
tion. If possible it should be placed so that the pa- 
tient will be able to see the Crucifix. The following 


7Rev. B. Fulkerson, S.J., Notes taken in Catholic Life and Worship, 1938. 
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diagram is given by Reverend James F. Splaine, S.J., 
in The Catholic Sick Room:* 


————$$ — -_ - 


Foot of Bed 


DW X 


A — Crucifix 
B — Candle 
C — Flowers 
D W — Drinking Water 


sae of Bed H W a é Holy Water 


Before the arrival of the priest the Sister should 
pray with the patient without, however, wearying him 
with long prayers. Thus she can help him prepare 
himself for the worthy reception of the Sacraments of 
Penance and Holy Eucharist; she should also sug- 
gest to him acts of resignation to the Will of God 
which are necessary for his receiving the full benefit 
of the Sacrament of Extreme Unction. 

On the Chaplain’s arrival the Sister should leave 
the room if the patient wishes to confess. As soon as 
the confession is completed, she should light the 
candles and place a Communion cloth on the breast of 
the communicant. At that time it might be prudent to 
give the patient a little water to drink. 

When the priest arrives with the Blessed Sacrament 
the visitors present should kneel down in the room, 
but not so near the bed as to be in the priest’s way. 
The place of the Sister is then near the patient’s head 
on the opposite side of the Communion table. She 
should be ready to assist the patient in raising his head 
or in giving him water to drink if it becomes necessary. 

When the priest is about to anoint the sick person, 
the Sister should inform him of the Christian name of 
the patient and give him her assistance by holding the 
saucer containing the pellets of cotton and by un- 
covering the parts to be anointed. It will help greatly 
if after the priest has anointed the eyes she would turn 
the head of the patient a little alternately to either 
side (the right side always first) so that the priest 
may reach the ears conveniently. After the lips are 
anointed, the hands should be uncovered, and (except 
in the case of priests who are anointed on the backs of 
the hands) the open palm presented to the priest. 
Lastly the feet should be uncovered sufficiently for the 
priest to get at the instep, and covered immediately 
after the unction is made. 

When the unctions are all made, the Sister should 
kneel for the concluding prayers and during the Last 
Blessing which the priest might think advisable to 
give immediately after the anointing. While Extreme 


*Rev. Michael Quinlan, op. cit., p. 4. 
"Rev. James F. Splaine, S.J., The Catholic Sick Room, Paulist Pamphlet 
Series, p. 4. 
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Unction is being administered, or at least while the 
Last Blessing is being given, a Crucifix should be 
placed in the hands of the patient. 

After this beautiful ceremony, it might be advisable 
to let the patient rest for a while; a little later the 
priest might come to pray with the patient, but if his 
occupations do not permit him to do so, the Sister 
should say from time to time, without wearying the 
patient, some aspirations or acts of resignation and of 
thanksgiving.” 

When the patient has received the last sacraments, 
our Holy Mother Church has no further treasure to 
bestow upon her faithful, but the duty of the Sister 
does not end here. Either the patient’s condition will 
improve or it will become worse. In efther issue, but 
especially in the latter, she must be of moral support 
to the patient. She must often pray with him and en- 
courage him to pray if he is able to do so. She must 
also console him in his hours of worries and anguish 
and remind him of the suffering of the dying Saviour. 
This thought will sustain his patience and comfort him 
in all his pains. 

At the time of the agony no Sister can remain in- 
different or unmoved before the supreme struggle 
which is for the dying person a double conflict: a 
physical struggle between life and death; a moral 
struggle between the forces of good and of evil. The 
role of the Sister then becomes twofold: she must en- 
deavor to relieve the dying patient of any unneces- 
sary physical suffering by anticipating his needs and 
his desires; she must be a moral help to him by her 
prayers and her timely exhortations. An agonizing pa- 
tient must never be left alone, for, even though he 
cannot express his fear of the solitude, nevertheless, 
he experiences it greatly.’’ If the priest is not present 
it is the Sister’s duty to recite slowly and distinctly 
the “Recommendation of a Departing Soul.” If the 
patient’s faculties remain clear he will be able to fol- 
low the prayers and will find in them confidence and 
strength for the last struggle; if he cannot follow them 
or is incapable of any sustained effort, the Sister should 
repeat short aspirations into his ear at frequent 
intervals. 

Immediately after death the “De Profundis” or other 
prayers for the departed should be recited. That 
moment is very solemn, for according to the more 
common opinion of theologians, the particular judg- 
ment occurs at the instant of death, and some say at 
the very place where the person dies. This thought is 
awe-inspiring to those gathered around a deathbed. If 
we could only witness that dread moment when the 
Guardian Angel is pleading for the salvation of the 
departed soul while an angel of darkness is urging 
his condemnation, what a subject it would be for our 
meditations, and how imploring would be our supplica- 
tions for the soul then appearing at the Tribunal of 
Justice! 

“Rev. Michael Quinlan, S.J., op. cit., pp. 3-5. 


Rev. James F. Splaine, S.J., op. cit., pp. 3-—S. 
“Gabrielle Revelard, Le secret de l’infirmiere. 
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The Negligent Catholic 

Unfortunately, among the Catholics there are some 
who have grown careless or have strayed away. Even 
those will, at the time of illness reflect upon death and 
eternity and frequently their illusions as to what is 
worthwhile, will be dissipated. They will realize the 
danger of their state of soul and will ordinarily be 
open to suggestions. However, some patients may be 
so anchored in their bad habits and so unconcerned 
about their eternal salvation that they will refuse the 
visit of the priest. For such persons the Sister should 
pray most ardently to our merciful Saviour Who will- 
ingly pardons even the greatest sinner for He said, 
“T am come not.to call the just but the sinner” (Matt. 
9: 13), and “If your sins be as scarlet, they shall be 
made as white as snow, and if they be red as crimson, 
they shall be white as wool” (Isa. 1: 18). A timely ex- 
hortation, and most especially the example of Christian 
charity and of complete devotedness may change the 
attitude of the patient and make him accept the minis- 
trations of the priest. At all events, the priest should 
be notified immediately of the patient’s unwillingness 
to see him. Many such patients are probably more 
ignorant than knowingly wicked, and their soul should 
be recommended to the merciful God. Reverend John 
Fletcher in his book Notes for Catholic Nurses, has 
quoted a beautiful passage, translated from a French 
article published in Le Messager du Coeur de Jesus, 
and which I believe could be applied, for our consola- 
tion to such cases : 

“We may believe that the greater number of these souls 
in their agony have rather been sunk in apathy, taken up 
with their passions and their perverse education, by bad 
example, human respect and ignorance — than knowingly and 
obstinately wicked. Is there not reason to hope that at the 
last hour, on the threshold of eternity, when the good angel, 
when Jesus and His merciful Mother, make their last effort 
to save him; when the impressions of a childhood perhaps 
pious, the sweet image of a Christian mother, the thought 
of some good example shown them, rise from the depths of 
memory; when the passions have been calmed, human re- 
spect has passed away, their evil companions have left them 
or are no longer heeded; when they feel themselves all alone 
upon earth and so detached from the objects of their sins — 
is there not reason to hope, that at this great moment a 
special grace, won from the Heart of Jesus flaming with His 
Love, be cast into the scale of the divine balance, Mercy 
shall outweigh Justice, and many of these in their last agony 
shall turn to God? Pray then, you who love the Saviour 
Jesus; and without the least doubt, among the multitude 
of souls who are to leave this earth some at least shall owe 
to you the redeeming grace which is to save them.”””* 

Although there is nothing more sad than the thought 
of a person’s refusing the Sacrament at the hour of 
death, the Sister nurse should not lose all hope and 
abandon her patient if he enters into agony in these 
dispositions. The act of perfect contrition should be 
repeated slowly and distinctly in his ear at frequent 
intervals and fervent prayers offered to God for the 
salvation of the poor unfortunate. This soul might 
be saved because of the Sister’s prayers and thus she 


"Le messager du Coeur de Jesus (Nov., 1904), quoted by John Fletcher in 
Votes for Catholic Nurses, pp. 98, 99. 
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will have become a co-operator in the great work of 
Redemption. 


B. The Non-Catholic Patient 


“God made man from the beginning, and left him in the 
hand of his own council. He added His commandments and 
precepts. If thou wilt keep the commandments and perform 
acceptable fidelity forever, they shall preserve thee. He hath 
set water and fire before thee: stretch forth thy hand to 
which thou will. Before man is life and death, good and evil: 
that which he shall choose shall be given him” (Eccles. 15: 
14-18). 

This passage from Holy Scriptures shows us the 
wonderful respect God has for human liberty. The 
Church which continues the work of Christ on earth 
forbids us to impose our Credo on others. The Canon 
of the Church says, “No one should be forced to accept 
against his will, the Catholic Faith.” Man cannot go to 
God unless he goes of his own free will.” 

Some patients are found who are full of prejudices 
against the Catholic Church, but are, nevertheless, 
sincere in their thirst after justice and want to be 
united to God and to satisfy for their sins. We must 
respect their good will and proceed prudently because 
in such cases if our apostolate is not well directed we 
might create in our patient an attitude of hate and 
defiance and thus prevent his soul from coming to 
the truth. Moreover, the Sister in her ministrations, 
must keep in mind that in order for an act of faith 
to be of value it must be made freely. St. Thomas 
said,'' “If an infidel thinks that he is offending God by 
adoring Jesus Christ, he must not do it, and we should 
not impose this obligation upon him.” 

Is there nothing, then, that can be done for a dying 
non-Catholic when so much is done for a dying Cath- 
olic? We can do no better than to quote here from the 
beautiful article published in Hospirat Procress, 
“Apostolaté to Assist the Dying” by the Right Rever- 
end Raphael J. Markham, S.T.D. 


“The truth about this most important matter,” says the 
author, “is that so much can be done for the non-Catholic at 
the hour of death. Both souls (Catholic and non- 
Catholic) are of equal value in God’s sight. Did not Christ 
shed His Precious Blood on the Cross for the salvation of 
all? . . . This it was that furnished the inspiration for the 
‘Apostolate to Assist the Dying.’ The Apostolate 
makes an attempt to reach the non-Catholic in his last 
moments by placing in his hands, in any way possible, a little 
ornamented card which has no appearance of Catholicity, but 
which contains all the acts necessary and sufficient for his 
salvation.”*° 

The work of the Sister consists in asking the pa- 
tient to say the little prayer, as fervently and as earn- 
estly as possible and in “imploring God to grant him 
the grace to mean what he says.” If the patient is not 
capable of reciting the prayer the Sister should do it 
for him. The prayer is the following: 


“Michel Riquet, “Don de soi ou neutralite,”’ Etudes, Vol. 231 (1937), 
p. 334. 

“Ibid 

Right Rev. Raphael J. Markham, S.T.D., “‘Apostolate to Ass‘st_ the 
Dying,”’ Hosprrat Procress, Vol. XVIII (March, 1937), pp. 66-71. 
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I believe in one God; I believe that God rewards the good 
and punishes the wicked. 

I believe that in God there are three Divine Persons — God 
the Father, God the Son, and God the Holy Ghost. 

I believe that God the Son became Man, without ceasing to 
be God. I believe that He ‘is my Lord and my Saviour, the 
Redeemer of the human race, that He died on the Cross for 
the salvation of all men, that He died also for me. 


I believe, on God’s authority, everything that He has taught 
and revealed. 


O my God, give me strong faith. O my God, help me to be- 
lieve with lively faith. 

O my God, Who art all-good and all-merciful, I sincerely 
hope to be saved. Help me to do all that is necessary for my 
salvation. 

I have committed many sins in my life, but now I turn away 
from them, and hate them. I am sorry, truly sorry, for all of 
them, because I have offended Thee, my God, Who art all- 
good, all-perfect, all-holy, all-merciful and kind, and Who 
died on the Cross for me. 

I love Thee, O my God, with all my heart. Please forgive 
me for having offended Thee. 

I promise, O God, that with Thy help I will never offend 
Thee again. 

MY GOD, HAVE MERCY ON ME." 


Many of the Sisters are familiar with this card and 
have used it for the welfare of these unfortunate souls, 
and have perhaps been the occasion of gaining many 
souls for God, who wills “not the death of the sinner, 
but that he be converted and live.” 

“It might be asked,” continues the author, “what should 
the priest, or Sister, or lay person do when the patient actual- 
ly makes the Acts printed on the Card? If it is certain that 
the patient is a non-Catholic in good faith to whom there is 
no use in speaking of the Catholic Church and has really 
made the Acts on the card, this is what should be done: 
Thank God for His goodness and mercy and ask Him most 
earnestly to grant the patient the grace of perseverance — 
that he would not change his mind before he dies. But since 
his act of sorrow might be only attrition, it would be well to 
consider what could and should be done about baptizing him, 
even though he would claim to have been baptized in some 
Protestant denomination. If he had made the Acts on the 
card, he would not need Baptism of water (unless he knew 
of its necessity) because his act of perfect contrition, or his 
act of perfect love of God, would be Baptism of Desire. The 
Acts are, by far, the most important for the patient, before 
ever thinking about any of the sacraments. The case should 
be followed up if possible, for later on the person might see 
things differently, through God’s grace, and seek to be ad- 
mitted into the Body of the Church.”** 

According to theologians, generally, even though the 
patient does not express the desire of entering the 
Church, if he has been baptized, the priest might be 
allowed to give absolution secretly; therefore, he 
should be notified of the patient’s good dispositions. 
Right Reverend R. Markham affirms that: 

“While there are many who are practically pagans, the 
non-Catholic, for the most part, is a well-meaning person. 
He wants to be saved, especially when he sees death staring 
him in the face. He hates what he thinks to be the Church, 
but he wants what the Church alone can give him. The 


“R ‘ght Rev. Raphael Markham, S.T.D., op. cit 
"] bid. 
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Church that he hates, of course, does not exist. Often he is 
not even baptized, and never will be. Many know nothing 
about Baptism; others do not believe in it; others still have 
neglected it; not a few have been baptized invalidly. Their 
only salvation lies in making an act of perfect love of God 
or of perfect contrition, either of which is the Baptism of 
Desire, and the only Baptism of Desire; a mere desire for 
Baptism is not sufficient.’”® 

We realize that much can be done for our non- 
Catholic patient; therefore, it might be well to sum- 
marize what it is necessary to know and what should 
be done for such a dangerously ill patient. First of all, 
Faith is necessary for salvation; we have the words 
of our Divine Lord who said, “He that believeth and is 
baptized shall be saved; but he that believeth not 
shall be condemned” (St. Mark 16: 16), and St. Paul 
assures us that, “Without faith it is impossible to 
please God. For he that cometh to God must believe 
that He is, and is a rewarder to them that seek Him” 
(Hebr. 11: 6). Therefore, those who have reached the 
age of reason must make an act of Divine Faith in 
order to be saved. 

Reverend Wm. S. Bowdern, S.J., in The Catholic 
Nurse and the Dying explains to us clearly what is 
meant by this act of Divine Faith: 


The act of Divine Faith means that a man believes certain 
truths on the word of God; i.e., because God, who can neither 
deceive nor be deceived, has taught them. 

The truths that a man must believe on the word of God 
are: 

a) The existence of one God. 

b) That there are Three Persons in one God: The Father, 
the Son, and the Holy Ghost. 

c) That God the Son became man and died to redeem us. 

d) That God rewards the good in Heaven, and punishes 
the bad in hell. 

N.B. If for any reason you are unable to get a person to 
make an act of faith in the above (as it might happen with 
Jews or Pagans) at least get him to make an act of faith in 
the following: 

a) There is a God. 

b) He rewards the good and punishes the wicked. 

This might be sufficient. In extreme cases you could then 
proceed to the act of contrition and conditional Baptism. 
But if you possibly can, you should have him make the act 
of faith in the four truths given above.’”® 


The second condition, necessary for salvation when 
a person has attained the age of reason and has fallen 
into mortal sin, is sorrow for sin. St. Peter said, “Do 
Penance, and be baptized every one of you in the 
name of Jesus Christ, for the remission of your sins” 
(Acts 2: 38).* In the following chapter of the Acts 
we read, “Be penitent, therefore, and be converted, 
that your sins may be blotted out” (Acts 3: 19). 

If the patient makes sincerely the acts of faith and 
of perfect contrition as indicated on the card of the 
Apostolate, he has fulfilled the obligation of the acts 
of faith and of sorrow. This is Baptism of Desire which 
will open Heaven for him even though he has not re- 
ceived the Baptism of Water. But as it is not sure 





18] bid. 
“Rev. William S. Bowdern, S.J., The Catholic Nurse and the Dying, The 
Queen’s Work, pp. 5-7. 
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whether the patient has perfect contrition or only 
attrition it is much better, if he has not been baptized, 
to baptize him at least conditionally; and if he has 
been baptized, to notify the priest who may in certain 
cases give conditional absolution. To prevent irrever- 
ence in such cases, the Sacraments are administered 
conditionally because it is not absolutely certain that 
the patient has the required dispositions to receive it 
validly.” 

In case of doubt, we ought not omit the administra- 
tion of the Sacrament for fear of irreverence. St. 
Alphonsus Liguori says, “Necessity always allows us 
to give a Sacrament conditionally in any kind of 
doubt,”** and Vermeersch teaches “The necessity of 
taking care of the salvation of a man in danger of 
death allows us to give at least conditionally to a dying 
non-Catholic a Sacrament which is necessary for sal- 
vation . . . even while he is still conscious if it seems 
prudent not to disturb his good faith.’’** 

“Tf thou canst believe, all things are possible to Him 
that believeth” (Mark 9: 22). “Faith is the gift of 
God” said St. Paul. It is a free gift of the Divine 
Goodness given to those to whom God chooses to give 
it. The non-Catholic, as we have seen, does not partake 
of the many blessings of our Holy Faith, but fre- 
quently undergoes many marvelous changes during his 
time of illness. A siege of illness often gives an op- 
portunity to overcome prejudice against the Catholic 
Religion, and to acquire a fuller knowledge of the 
truth of religion and of matters spiritual which he has 
most probably never taken the trouble to investigate. 
The charity of those taking care of such a patient, 
and above all the effects of divine grace in the soul 
might bring to him a strong conviction that there is 
something more than human in the Catholic religion. 

The Sister who notices these good dispositions 
should tactfully offer to the patient the ministrations 
of the priest. Oftentimes the patient will of himself 
express the desire to become a Catholic. In this case 
the priest should be notified at once in order that he 
may begin the necessary instructions without delay. 

On the contrary, some of our non-Catholic patients 
will not accept any of our suggestions, but will rather 
prefer the help of their own minister. 

The question is frequently asked as to whether or 
not we may, without being said to be participating in 
heresy, call a Protestant minister at the request of a 
patient of a Protestant denomination. The theologians 
agree that at times we may call any person who will 
comfort the patient in his worries and sufferings, and 
in this case the minister is such a friend and com- 
forter. 

Vermeersch says: 

“To formally invite a non-Catholic minister to exercise his 
ministry on the dying is of itself formally to seek an illicit 
action which is forbidden. Merely to acquaint him with the 
"0p. Cit. 

*tRev. B. Fulkerson, S.J., op. cit. 


*2St. Alphonsus Liguori, Theol. Mor., Vol. Il, no. 482-3. 
*3Vermeersch-Creusen, Epit. Jur. Can., Vol. Il, no. 16. Canon 731-par. 2. 























June, 1938 


fact that one of his sect is ill is only to co-operate materially 
which for a very grave reason might be permitted. The lay 
persons in charge of prisons and hospitals may do this. The 
Sisters; because of their state, should not do it as a rule.”** 

“To prepare the things necessary for performing heretical 
or non-Catholic rites, for example, to stand at the bed and 
place there what is necessary for the ministration to the sick, 
is to exercise co-operation, material, however, which for grave 
reason is permissible. However, if such co-operation were to 
scandalize, the one assisting should make known her inten- 
tion of giving material assistance only.”*° 


C. The Unconscious Patient 


“God wills not the death of the sinner, but that he be con- 


verted and live.” 
“God our Saviour will have all men to be saved” (Tim. 


2-4). 

As a result of accident or sudden illness it happens 
rather frequently that a patient is brought to the hos- 
pital in an unconscious state. This is a sad situation, 
but the Sister should not forget that much can still 
be done for the spiritual welfare of the sick man. If 
he is a Catholic, the priest can give him the Sacra- 
ments of Penance and Extreme Unction, which are his 
only means of salvation if he has committed a mortal 
sin and has not perfect contrition. Should he die with- 
out absolution or Extreme Unction, he will be lost 
forever because attrition without the Sacrament is not 
sufficient to save him. 

“When we think of the possibility of a sick person’s con- 
ceiving sorrow for sin at the moment of lapsing into uncon- 
sciousness, or of the possibility that one who appears uncon- 
scious, may possess interiorly full use of his understanding, 
and, therefore, that in that condition he may still be 
able to conceive true sorrow for sin, we recognize how im- 
portant is the ministration of the priest even for an uncon- 
scious. person.””** 

If the unconscious patient is a non-Catholic, it is 
consoling to know that we can still do something to 
help him attain his eternal destiny although he is not 
able to manifest even an implicit desire to receive 
Baptism, and he cannot formulate an act of perfect 
contrition. If he is baptized validly, the priest may in 
certain cases, give conditional absolution; however, 
if the priest thinks it advisable not to give absolution 
the Sister must at least recite slowly and distinctly 
in the dying person’s ear the acts of Faith and of 
perfect contrition. Since he cannot speak, he should 
be told to make these acts with his will. Though ap- 
parently unconscious there is possibility that he may 
hear her. 

If the patient has not been baptized, the Sister may, 
according to authorities among the moralists, baptize 


*Vermeersch, S.J., Theologia Moralis, Vol. II, no. 147, n. 7, p. 124. 
MINISTRUM ACATHOLICUM FORMALITER INVITARE ut ministerium 
suum exerceat apud moribundum, est ab ipso formaliter petere actionem 
illicitam, quod nejfas est. Mere illum monere esse ibi aegrotum suae sectae, 
non est nisi praestare cooperationem materialem, quae ex gravi omnino causa 
licita erit. Hoc facere poterunt v.g. laici carceribus vel nosocomiis praepositi. 
Attenta earum qualitate, ne id per se faciant Sorores. 

*Vermeersch, S.J., Theologia Moralis, Vol. Il, no. 147, n. 6, p. 124. 
PRAEPARARE RES EXERCENDO RITUI SUPERSTITIOSO VEL ACATH- 
OLICO necessarias, v.g., mensam sternere et ibi res apponere quae ministro 
usui veniunt ad assistendum aegroto, est propinquam exercere cooperationem, 
materialem tamen, quae gravi causa excusabitur. Ambiguitas autem inten- 
tionis, si qua aderit, protestatione tollenda erit. 


*Rev. Joby Fletcher, Notes for Catholic Nurses, p. 67. 
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the dying person conditionally after having recited in 
his ear the acts of Faith and perfect love of God. 
Genicot and Salzmann say, 

“We think that he is not to be censured who confers Bap- 
tism conditionally even if he does not discover any sign of 
sufficient intention in the dying person, but presuming 
rightly the intention by relying on the salvific will of God 
which seems to invite the one to entertain the hope for the 
existence of the necessary internal dispositions of the dying 
person, since the Providence of God brings to the bedside 
of the dying man one from whom the dying man is able to 
receive the Sacrament.”*’ 

We read in St. Augustine that, “It is much better 
to give conditionally a Sacrament to one who is un- 
willing to receive it than to run the risk of refusing a 
Sacrament to one who wishes to receive when it is not 
clear whether he wishes to receive or not.”** 

This possibility is very consoling and certainly seems 
to be in accord with the infinite mercy and goodness 
of God Who has sent His Divine Son to redeem us 
and bring us to the everlasting joys of Heaven. We 
know the love of Christ for sinners, and we know, too, 
that He has instituted the Sacraments for man and, 
therefore, they should be used whenever there is pos- 
sibility of saving man. Because the patient’s disposi- 
tions are unknown to us at that particular moment 
and he is not capable of giving us any sign of his 
inner thoughts, it does not follow that he is not well 
disposed, and the benefit of the doubt should be given 
to the patient. 

While we ignore the real state of soul of the patient, 
we know from common observation and from special 
studies which have been made by competent persons 
that in the agonizing body the soul lives and that at 
such a critical moment God will permit that every- 
thing become clearer in the mind of the patient. Father 
Roure, S.J., an eminent French psychologist, remarked 
in his special investigations on the matter that there 
is evidence of exceptional lucidity either at the time 
of approaching death or in sudden situations which 
put man in the face of death. He says that the ac- 
celeration of mental life is frequent among the dying 
who, although in an evident state of total inertia, 
sometimes keep an extreme sensitiveness and acuteness 
of perception, and an extraordinary clearness of con- 
science. In “La lucidite des mourants,” he cites the 
example of Father Vanara, S.J., who since became a 
martyr in China, as having had the following experi- 
ence. About twenty years ago, when he was a mission- 
ary in China he contracted small pox and was dying 
from the disease. Those taking care of him were ex- 
pecting him to die at any moment. As the disease is 
extremely contagious, provisions had been made for 
immediate inhumation in order to avoid the terrible 
danger of contagion. For this reason, the coffin in which 
his body was to be laid was placed under his bed, so 
as to prevent any possible delay. However, Father 
Vanara survived to tell that at the time when every- 

“Genicot and Salzmann, S.J., Vol. II, no. 150, “De Baptismo,” “De 


Periculo Mort's,” translated by Rev. B. Fulkerson, S.J., 
**St. Augustine, quoted by St. Alphonsus, Theol. Mor., Vol. II, no. 482-83. 
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bedy around him thought him a stranger to this 
world he could distinctly follow the words spoken 
about his imminent death, by those attending him.” 

It is probable that many of us have heard of such 
cases of perfect lucidity at the hour of death. We 
know, too, that there are persons in perfect health 
whose intelligence is given in an instant, a strange 
power of discernment. Those, for example, who are 
drowned can tell us, if they have the good fortune 
to survive the accident, that during the time of their 
asphyxia they could see clearly the most notable cir- 
cumstances of their life represented in their memory, 
in a perfect order, and with their exact relation to 
the moral law. Father Roure gives us valuable data 
of such interesting cases of individuals who in the 
face of imminent danger, were given to see in an in- 
stant, all the incidents of their life as if the Book of 
Judgment had been open before them. At such time 
can we not heartily believe that God who wills to save 
all men will give the agonizing person, light and 
strength —light to see and strength to will — thus 
drawing forcibly to Him the departing soul. However, 
it is well to remember that the grace of God respects 
at all times human liberty and will not act in spite 
of the free will of man; therefore, the necessity for us 
of disposing the will of the dying person for the re- 
ception of divine grace.” 


D. The Patient Apparently Dead 

We do not know exactly at what moment real 
death occurs, but we know that if a person is alive 
and has the proper dispositions, he is capable of re- 
ceiving the sacraments although the outward appear- 
ances may indicate that real death has occurred. It is 
certain likewise that for many, the salvation of their 
soul depends upon receiving the Sacrament at that 
time.” 

Numerous practical and scientific experiments have 
been made by medical men on the subject of latent life, 
and the conclusions prove that life continues for a 
certain length of time after apparent death of the 
patient.” 

“Death,” says Dr. Icard in La Presse Medicale, 
“never comes at a leap; life is extinguished slowly, 
gradually, even when death is sudden, as we sometimes 
call it. That intermediate state between life and death 
exists always: it is a normal physiological state 
through which we all pass in departing from life. . . 
The physiological explanation why life still lingers 
in the more intimate portions of the organisms after 
the cessation of respiration and of circulation, is that 
the cells and tissues of these organs have suffered no 
lesion to immediately interrupt their functions. They 
still possess the means necessary for their vital action, 
and although they will perish ultimately of inanition, 


*Adhemar d’Ales, ‘“‘La lucidite des mourants,’”’ Etudes, p. 152 and ff., and 
Lucien Roure, S.J., ‘Le decisif passage,’’ Etudes, p. 402. 
“Tbid. 


“Rev. Juan B. Ferreres, S.J., Death, Apparent and Real in Relation to the 
Sacraments, p. 43. 
"“Ibid., p. 13. 
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unless furnished by respiration and the circulation 
with new elements for maintaining their life, they will 
continue meanwhile to live at their own expense and 
on their own organic reserve fund until the reserve 
gives out. Therefore, the more healthy the tissue, the 
longer will latent life remain.” 

If there is still life in the inert body, there is still 
the possibility then of turning a human soul from the 
road to hell and setting it on the way to Heaven. 
Therefore, it follows that during the probable period 
of latent life, which varies in duration from one to 
three hours and perhaps more, depending upon the 
nature of the causes inducing death, the Sacraments 
may be administered.” 

For a Catholic patient, the priest should be called 
in order that he may give him the Sacraments of 
Penance and Extreme Unction. The patient may have 
clear thoughts and full deliberation, and the presence 
of the priest may arouse him to proper dispositions. 

Regarding the Sacrament of Penance to those ap- 
parently dead, Father Ferreres says: 

“The sacrament of Penance can be validly received in the 
case of a Christian adult who has committed grave sins that 
are not yet otherwise forgiven, and who after an act of im- 
perfect contrition has fallen into this state of apparent death, 
or else has elicited such an act in this state itself. This is the 
doctrine commonly admitted in our day. But should he die 
in this state without the reception of Absolution or Extreme 
Unction, he is lost; for he has sorrow of attrition only, which 
would be insufficient to save him without the Sacrament.”*° 


As for the Sacrament of Extreme Unction he says: 


“The Sacrament of Extreme Unction, every Christian adult 
in the state of apparent death can validly receive; and it is 
certain that if he has attrition, or had it before he fell into 
such a state, the grave sins he has committed will be for- 
given him. All should, no doubt, endeavor to be in the state 
of grace before receiving this Sacrament of the living, yet, it 
is universally admitted by theologians that this Sacrament 
will cancel the grave sins the dying man may have upon his 
soul, if only he has true attrition, being unable to make his 
confession or an act of perfect contrition. And this effect, 
Extreme Unction produces, not per accidens, but per se, al- 
though, according to Suarez and others, only secondarily.””* 

“The possibility of conceiving sorrow for sins at the very 
moment of lapsing into this state of apparent death is evi- 
dent. Yet it is also possible for one who appears to be quite 
dead — without pulse-beat, respiration, or other sign of life — 
to possess interiorly full use of his understanding and, there- 
fore, in that very condition still to conceive true sorrow for 
his sins.’”*’ 

The author then adds that it is a common doctrine 
among the theologians to maintain that: 


Dr. Icard, La Presse Medicale, quoted by Rev. Fletcher, op. cit., po. 
70, 71. 

**Rev. Juan B. Ferreres, S.J., op. cit., p. 49. 

1 bid., p. 44. 

“7 bid., pp. 44, 45. 

Rev. Juan B. Ferreres, S.J., op. cit., p. 45. 

Note: Van Roy gives it as his practice to speak to them in the third 
person, e.g., “I will now give N.N. absolution, etc. I know that he surely is 
internally sorry for his sins, etc. The reasons this author advances are: (1) 
the fact that persons who had been externally deprived of their senses have 
frequently on ther recovery, stated to him that during this period they 
heeded more what was said about them, than what was said d'rectly to them: 
(2) because they are so less disturbed by their inability to answer the priest.” 

Geniesse approved of this advice and added that the priest u.ust speak dis- 
tinctly, slowly, and in a loud voice — but without shouting. If he shouts he 
will not be understood (Geniesse, /.c., p. 61). 

















June, 1938 


. the Sacraments may and ought to be administered 
to a man when it is doubtful whether he is still alive or 
aready dead that in cases of extreme necessity the 
sacraments should be administered conditionally, even though 
through apparent lack of one or more of the essential re- 
quisites their validity be very doubtful — and this despite the 
fact that the Sacraments’ validity be only slightly probable 
or have little foundation or be based on the opinion of others 
and not on our own.”** 

And Father emphatically says that: 

™ In extreme cases recourse must be had to extreme 
remedies, and it is better to expose the Sacrament to the 
danger of nullity than man to the danger of eternal damna- 
tion. 

“Nor in following this course, is irreverence shown to the 
Sacraments: (1) because the Sacraments have been instituted 
for man’s good and in consequence should be used whenever 
there is any chance of saving him; (2) because they are ad- 
ministered under conditions, therefore, if the condition is not 
fulfilled there is no Sacrament; (3) if there should be some 
lack of reverence, it will be excused by the extreme necessity 
of the dying man. ’ 

“Tt follows from what has been said that all theologians 
admit as established principles: (1) that in case of extreme 
necessity the Sacraments should be administered even though 
the probability of their validity be very slight; (2) that in 
the absence of certainly valid matter, doubtful matter should 
be used, which principle is applicable to all the other essen- 
tial requisites.””** 


E. The Use of Hypnotics 

“When thou shalt arrive thus far that tribulation shall be 
sweet to thee, and thou shalt relish it for the love of Christ, 
then think that it is well with thee, for thou hast found a 
paradise upon earth” (“The Following of Christ,” Bk. IV, 
Ch. 12). 

As a nurse, the Sister has a very important duty of 
alleviating suffering, and in order to do that, in many 
instances she must resort to the administration of 
drugs. These are ordered by the physician and should 
always be used with caution especially when the pa- 
tient is dying. Two great considerations must guide 
the Sister nurse in the use of such drugs: the respect 
she owes to the patient’s life which she is not per- 
mitted to shorten, and the eternal destiny of the pa- 
tient which is of paramount importance. The right to 
life is sacred even at the last moments. It is a gift of 
the Creator and no one but He can take it away from 
the dying person.” However, the chief responsibility 
for the patient rests upon the physician: the Sister’s 
duty under ordinary circumstances is to follow his 


*Ferreres, op. cit., pp. 51 and $2. 
*“Tbid., pp. 54-57. 
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orders, even if a slight abbreviation of life occurs as 
a result of the administration of the drug. This is not 
intended and moralists permit such action when it is 
done to alleviate great pain.” 

The second, though not secondary, consideration is 
the eternal destiny of the patient which requires that 
he be spiritually prepared to face His Judge at the 
threshold of death. In conscience we are obliged not 
to prevent his reconciliation with God by rendering it 
impossible for him to use his mental faculties. Hence, 
the use and the dose of hypnotics for the dying patient 
will be determined by the condition of the patient and 
his state of soul." 

If the patient is generous, supports his sufferings in 
a Christian manner, and does not ask for relief, the 
Sister nurse is not authorized to give drugs which will 
reduce the possibility of expiation and the acquisition 
of merits. The human spirit can often triumph over 
pain with an amazingly quiet heroism. However, we 
must guard against imposing heroism on others, and 
remember that the administration of drugs is per- 
mitted and in some cases obligatory, as long as it is 
not used to detriment of the soul. Thus, if a patient, 
although spiritually prepared, supports his sufferings 
unwillingly, he must be given relief, for such sufferings 
far from being a means to gain more merit, may be- 
come a cause of discouragement or despair." 

If the patient has not put his spiritual and temporal 
affairs in order, the Sister should see that he does so 
before any drugs are given him. However, a patient 
who refuses the visit of the priest may in certain cir- 
cumstances be given drugs that will relieve him from 
great pains which he refuses to bear patiently, but the 
dose should not be large enough to deprive him of the 
use of his mental faculties. Such an action is taken 
with the hope that the calm which will be the result 
of relief from pain may change the patient’s disposi- 
tions and favor his reconciliation with God." 


“Rev. D. Chenault, O.P., ““L’emplo chretien des anesthesiques chez les 
mourants,”” Revue de la garde-malade canadienne francaise 

‘Halliday Sutherland, Laws of Life, p. 266. (‘In order to alleviate great 
pains, the Catholic moralist will permit the adninistration of drugs 
even although the result may be a slight abbreviation of life.’’) 

Rev. D. Chenault, O.P., op. cit. 

8] bid. 

**]bid. Father Chenault says: “‘En regle generale il faut avoir soin de ne 
pas donner l’impression que les infirmieres catholiques sont dures et in- 
humaines. Du moment que le malade est pret pour l’eternite, il ne convient 
pas de le priver des adoucissements qu'il reclame. Supposons maintenant que 
le malade ne soit pas pret chretiennement et que le moribond supporte mal 
ses souffrances, il semble dans ce cas qu'on peut adoucir ses souffrances au 
risque d’abreger un peu sa resistance a la mort, mais ne le met-on pas un 
peu plus dans le calme, partant dans des dispositions intimes plus propices a 
un retour a Dieu.” 


Ill. THE DYING CHILD 


“Amen, Amen, I say to you, unless a man be born again 
of water and the Holy Ghost, he cannot enter into the King- 
dom of God” (St. John 3: 5). 

The child in danger of death from sickness, if he 
is a Catholic, has the use of reason and is capable 
of making his First Confession and First Communion, 


is entitled to receive the Sacrament of Extreme 


Unction.” 


“Pope Pius X in his Decree on First Communion, incidentally calls atten- 
tion to the right of a sick child, who has arrived at the use of reason and 
is in danger of death, to the Sacrament of Extre.ne Unction. (Rev. John 
Fletcher, Notes for Catholic Nurses, Note, p. 62.) 








176 


If he is not of our Faith, what was said previously 
for the dying adult could be applied to him. 

As for those who have not attained the age of rea- 
son, their only means of salvation is Baptism of 
Water. In the case of a Catholic dying infant who has 
not been baptized the priest should be called, as he 
is the ordinary minister of the Sacrament, but if the 
child appears so ill that there is doubt whether it will 
live until the arrival of the priest the Sister must per- 
form Baptism at once. 

It might be well to mention here the formula of 
Baptism: The water is poured over the head of the 
child (forehead preferably) and at the same time the 
words are said: “I baptize thee in the Name of the 
Father, and of the Son, and of the Holy Ghost.” It is 
evident that natural water must be used, the water 
must be in sufficient quantity to flow, and must come 
in contact with the skin. The same person who says 
the words must pour the water, and pour it at the same 
time as the words are said. The words must be said 
audibly. 

The obligation of the Sister nurse to baptize a child 
in serious danger of death is one of charity, and only 
a very serious reason could excuse her from it. If the 


HOSPITAL PROGRESS 


June, 1938 


child is, in her judgment, certain to die, the reason 
which would excuse her would have to be very grave. 
In the case of a child her obligation is graver than it 
would be in the case of an adult because a person who 
has attained the age of reason is never in extreme 
necessity since he can of himself substitute Baptism of 
Water by an act of perfect love of God. However, 
grave this duty may be, if the Sister judges that to 
baptize a child would bring odium on the Church and 
would seriously injure the hospital, or cause other 
grave inconveniences, she is relieved from her obliga- 
tion.** 

It is always preferable to obtain the parents’ con- 
sent before baptizing a non-Catholic child, but if this 
consent cannot be had and the infant is certainly dying, 
the Sister should baptize him quietly. The child could 
be baptized by using a sponge, squeezing it so that 
some water actually flows over the forehead of the 
dying child and at the same time saying the words in 
a very low voice. If the child unexpectedly recovers 
we need not worry about it, but report the fact to the 
pastor of the locality in which the parents reside.“ 





“Rev. B. Fulkerson, op. cit. 
‘Rev. William S. Bowdern, S.J., op. cit., pp. 11, 12. 


IV. THE UNBORN CHILD 


The unborn or partially born infants are also suit- 
able subjects for Baptism because a human foetus is 
informed by a rational soul at the first moment of 
conception, and hence is capable of attaining regenera- 
tion through Baptism. In the case of a miscarriage, 
even if it happens very early, the embryo should be 
baptized because it has an immortal soul. 

Canon 747. Abortive foetuses, no matter at what stage of 
pregnancy they are born, shall be baptized absolutely if they 
are certainly alive and conditionally if life is doubtful.** 

The following quotation gives the practical way of 
baptizing a foetus: 

If the embryo can be recognized, take it in your fingers, 
break the membranes, and dip it under the water and lift it 
out again while you pronounce the words of Baptism. In case 
you cannot recognize the embryo at all, pour water on the 
blood clot in the miscarriage, and pronounce the words of 
Baptism. In either case, you would confer the Baptism con- 
ditionally.** 

The difficult cases of abnormal birth are treated in 
some of the Canons of the Code of Canon Law. It 
might be well to quote the Canons so as to make this 
explanation clearer. 

Canon 746. 1. No child shall be baptized in the womb if 
there is a probable hope that it may be born alive and then 
baptized.°° 
The validity of Baptism requires that the water 
come in contact with the child, therefore, it is clear 
that it cannot be performed on a foetus which is not 
viable unless the membranes have ruptured of them- 
selves. To rupture the membranes deliberately in such 
case would obviously be direct abortion which of 


~ #&Canon 747, quoted by Rev. A. Bonnar, O.F.M., The Catholic Doctor, 
p. 94. 

“Rev. Bowdern, S.J., op. cit., p. 11. 

Canon 746, par. 1, quoted by Bonnar, op. cit., p. 94. 


course is never justifiable. It should be understood that 
no one can bring about the death of the child or en- 
danger the life of the mother in order to baptize the 
child. If the child is viable the membranes may be 
ruptured and Baptism performed by using an aseptic 
syringe filled with boiled water or a weak antiseptic 
solution (a solution of 2 to 3 per cent would not 
render the Baptism invalid). If the uterine Baptism is 
performed it should be repeated conditionally after 
the child is born.” 

Canon 746. 5. A foetus baptized in the womb shall be 
again baptized conditionally after birth.** 

Other difficult cases are also given a solution in the 
following canons: 

Canon 746. 2. If the head of the child is born and there 
is danger of death, it shall be baptized on the head; nor shall 
it be again baptized conditionally if it is born alive.** 

3. If another member is born first and there is the same 
danger, the child shall be baptized on that member; but if 
the child is then born alive, it shall be baptized again con- 
ditionally. 

Canon 748. All monstrous and remarkable foetuses shall 
be baptized at least conditionally; if there is doubt as to 
whether there is more than one human being in the birth, 
one shall be baptized absolutely and the others conditionally. 

Canon 746. 4. If a mother dies during pregnancy the foetus 
shall be extracted by those whose duty it is and, if it is cer- 
tainly alive, it shall be baptized absolutely; if there is doubt 
as to whether it is alive, it shall be baptized conditionally.” 


5i1Rev. Bonnar, op. cit., pp. 95, 96. 

5S2Canon 746, par. 5, quoted by Rev. Bonnar, op. cit., p. 95. 

53If the head of the child is born,”’ this should be understood, I think, of 
the complete birth of the head. If the head is completely born and the child 
is then baptized before complete delivery, the Baptism is not to be repeated 
after birth. 

Reverend A. Bonnar, O.F.M., The Catholic Doctor. - 

Canons 746, par. 3 and 4, and Canon 748, quotes by Rev. Bonnar, op. 
cit., pp. 94 and 95, 
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In this last case it is ordinarily agreed that there is 
no obligation of performing the operation before the 
sixteenth week of pregnancy, and it is evident that 
before the operation is performed there must be cer- 
tainty of the mother’s death. For such operation the 
consent of the husband should be had, and if he re- 
fuses it may not be done. However, he should be made 
to understand that if the operation is performed, it 
will procure for the child an eternity of happiness. 
“The faithful,’ says the Sacred Congregation of the 
Holy Office, “will not take it amiss that the body of 
the deceased mother be operated upon to administer 
Baptism, thus to save the eternal and perchance the 
temporal life of the child, when they call to mind that 
our Saviour permitted His Sacred Side to be opened 
with a lance for our salvation.” 

To conclude we may say that for an infant the only 


V. THE ENVIRONMENT 
A. The Patient’s Relatives 

“Touching them that sleep. . . . Grieve not even as the 
rest who have no hope” (Thess. 4: 13). 

The Sister Supervisor should give the patient’s rela- 
tives due consideration at all times, but most especially 
when one of the members of their family is about to 
depart from this world. She should be very sympathetic 
and realize that most frequently, the dearly beloved 
one who is dying is considered an absolute necessity 
by the survivors: he may be an only child, or a mother 
of small children, or a father and the only one capable 
of supporting the family. With the departure of this 
person, sweet hopes, bright plans for the future, sink 
into the grave. For many whose Faith is weak, this 
grief is made an occasion of doubting God’s goodness 
and sometimes, alas, of blaspheming against His 
Justice. 

The Sister can do much to change the attitude of 
these afflicted persons, so that they will become re- 
signed to the Will of God even while not understanding 
the divine plans. It will help if the Sister makes them 
see death in the light of the Resurrection; not a cold 
bony hand, not a skeleton with a scythe, but as St. 
Charles Borromeo describes it : “a beautiful angel with 
bright glowing wings, bearing a golden key with which 
he opens the door to all that is bright and sweet and 
joyous, and closes out all that is dark and bitter and 
sad.””** 

If they are truly Christian their faith will comfort 
them, and their Hope in an eternal reunion will be a 
consolation in their affliction. Death will be to them a 
reminder that life’s nobler things alone are really 
worthwhile, and that they should always be prepared, 
for they do not know when their turn will come. In 
order to foster the proper attitude of mind on their 
part, the Sister should make them feel that everything 
humanly possible is being done by the physician, the 


“Memmesheimer, Alph. L., Your Child Lives, p. 52. 
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personal condition required for the valid reception of 
the Sacrament is that he be alive. But if we cannot dis- 
cern whether or not he is alive, Baptism should be 
given because if there is probability of life there is also 
a possibility of salvation by the reception of the Sac- 
rament. However, since there is doubt, out of respect 
for the Sacrament, it should be administered condi- 
tionally. As for the extent of a probable continuation 
of life in a foetus when death is apparent, it is impos- 
sible to verify, but we know that the only sure signs 
of death are decomposition and putrefaction. Con- 
sequently, we should baptize the child conditionally 
if those signs have not appeared.” 

How many souls by this means might be raised to 
Heaven who otherwise must remain forever deprived 
of the sight of God. 





Rev. Ferreres, S.J., « 


OF THE DYING PATIENT 


Sister, and the nurses, to save the life of the patient. 

The Sister will also make it her duty, if the physi- 
cian delegates it to her, to inform the relatives of the 
seriousness of the patient’s illness as soon as it mani- 
fests itself. When the patient’s condition permits, the 
near relatives should be allowed to visit the patient. If 
because of the physician’s orders, they are not per- 
mitted to see the patient as often as they would wish, 
they should be welcome to inquire at any time about 
the patient’s state. 

The visitors, if permitted to come, should ordinarily 
be few ; the near relatives only are allowed in the room 
of a seriously ill person. Let us hope that these few 
will possess real sympathy which they will manifest 
by being firm and brave in the presence of suffering, 
and thus help the sufferer to carry his burden more 
easily. 


B. The Patient’s Room 


The great symbol of love, suffering, and Redemp- 
tion, the Crucifix, should be in every patient’s room. 
It should be placed in such a position that the patient 
may without unnecessary efforts let his eyes rest upon 
it. A glance upon the Crucified Saviour will help in the 
last struggles and will bring him strength and courage 
when he is suffering from great pains or is unable to 
pray. A statue or a picture of our Blessed Mother or 
of some Saint will inspire the sick person with greater 
courage, and will invite him to bear his cross to the 
end with Christian patience. 

The sick room must have an atmosphere of warmth 
and inviting comfort for both patient and visitors. In 
a hospital we are concerned with human life and human 
hearts; therefore, no details should be considered too 
insignificant for our attention. As we are constantly 
influenced by our environment, such details may be 
means of keeping the patient quiet and confident. 

The dying patient should be given a private room, 
if at all possible, or at least must be screened from the 
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other patients. Unless he wishes to be alone with his 
relatives, a nurse should remain constantly with him, 
otherwise he may have the impression that he is being 
neglected. No excitement should be allowed in the 
room ; all those surrounding the patient should remain 
calm and poised in everything they do. They must be 


Vi. 


“When thou didst pray with tears, and didst bury the dead, 
and didst leave thy dinner, and hide the dead by day in thy 
house, and bury them by night, I offered thy prayer to the 
Lord” (Tob. 12: 12). 


Throughout this paper there has been emphasized 
the important duties of the Sister Supervisor toward the 
dying patient. As we have seen, the Sister has a 
real obligation to fulfill these duties. However, she 
must call the priest when possible, and never usurp 
the place of him who is Christ’s delegate in the admin- 
istration of the Sacraments. She may though, prepare 
the way for the priest and make his approach to the 
patient easier. This she can do without great difficulty 
because she has the special opportunity of being in 
constant attendance on the sick person and she may 
choose to offer her suggestions, at moments when the 
patient is most favorably disposed to spiritual in- 
fluences. In her ministrations she will remember the 
story of the conversion of the penitent thief on the 
cross and will be confident in the mercy of God. This 
story should motivate her to greater efforts and more 
fervent prayers to obtain from the hands of a merci- 
ful God, for her patients, the greatest of all graces — 
a happy death. 

The Sister is not alone in her spiritual as well as 
corporal works of mercy — the nurse collaborates with 
her. It is important then, that the nurse, too, know her 
duties in the care of the dying patient. She should, 
therefore, be made to understand that every patient is 
a member of Christ's Mystical Body and that the 
health of his immortal soul is far more precious than 
that of his body. Not only should she be given the 
principles of her moral obligations toward the dying, 
but she should be given an opportunity to put into 
practice what is taught her. In her other courses of 
the nursing curriculum the matter is well arranged, 
very exactly ordered and outlined so as to correlate the 
theory with the practice. Should she be left without 
any definite course to follow in what is the most neces- 
sary; namely, what she should do in order to help her 
patient secure for himself an eternity of happiness ? 
Here, too, the practice should accompany the theory 
as far as it is possible. Every Catholic nurse should 
be given the opportunity to baptize a dying child or 
adult while being supervised. When a patient is found 
seriously ill she should be allowed to decide whether it 
is prudent to have him receive the Last Sacraments; 
she should also make the necessary preparation, assist 
the priest in the ceremony of the last anointing, and 
pray with the patient when he is agonizing. 
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constantly on the alert to reduce the noise factor 
which is so annoying to a very ill person, and abstain 
from whispering anything concerning the patient al- 
though they may think that he does not hear them. 
Finally, everything in the sickroom should contrib- 
ute to the patient’s comfort, physical as well as moral. 


CONCLUSION 


The non-Catholic nurse should also be given an 
understanding of Catholic principles in regard to the 
care of Catholic patients at the time of serious illness 
or death. If properly taught, she will learn to under- 
stand the Catholic mind and appreciate the deep con- 
solation which comes to the Catholic heart through the 
reception of the Sacraments at the moment of death. 
Thus informed, she will gladly call the priest to the 
bedside of her Catholic patient when taking care of 
him in his home or in a public hospital. 

Obviously, hospital work offers an opportunity to 
the Sisters, the nurses, and the patients, to realize the 
value of an immortal soul. How many patients are 
cleansed and purified from their sins; how many are 
given the consolations and supports of Holy Mother 
Church at their last moments because they are patients 
in the hospital! This will be known only on the Last 
Day when Christ shall come in His majesty, and shall 
utter the consoling words: “Come, ye blessed of my 
Father, possess you the kingdom prepared for you 
from the foundation of the world. For I was hungry, 
and you gave me to eat; I was thirsty, and you gave 
me to drink; I was a stranger, and you took me in; 
naked, and you covered me; sick, and you visited 
me: I was in prison, and you came to me.” Then shall 
the just answer Him, saying, “Lord, when did we see 
thee hungry, and fed thee; thirsty and gave thee 
drink ? And when did we see thee a stranger and took 
thee in? Or naked and covered thee? Or when did we 
see thee sick or in prison and came to thee?” And the 
King answering shall say to them: “Amen, I say to 
you, as long as you did it to one of these My least 


brethren, you did it to me” (Matt. 25: 34—40). 
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A Nurse’s Utopia 


“I WOULD love to be an operating room super- 
visor.” 

“I think I would like to be an instructor, but such 
posts are few and far between.” 

So spake two graduate nurses. 

“There is one place in the world where there are 
always vacant posts; on the mission field. Posts of all 
kinds and suited to all tastes.” 

“No, thank you. Missionaries have too hard a time, 
and they are apt to be periodically gobbled up by 
tigers, or their activities suddenly terminated by the 
bite of a poisonous snake. ‘They are frozen in the 
Arctic, roasted in the tropics, and martyred in be- 
tween!’ ” 

“Alas for romance! One Medical Missionary after 
ten years in India can count the snakes she saw dur- 
ing that period on the fingers of both hands, and on 
each occasion both Sister and snake decided that im- 
mediate flight in opposite directions was indicated. 
She did come face to face with a tiger — behind bars 
in the Calcutta zoo. She also tells the story of having 
been awakened one night in Kashmir by a wild animal 
in her room, perhaps a bear or a hyena. But when she 
invited her.companion to get up and chase it out, the 
latter declared it was a cat and refusing to get ex- 
cited, rolled over with a grunt and in a few minutes 
was serenely snoring. Whatever it was, it decided that 
those two missionaries were not to its taste, and left 
without further ado.” , 

“But the foreign missions are so far away. How 
can I leave my parents and all my friends, whom I 
may never see again?” 

“Every year the mission field is coming nearer. A 
few years ago the journey from England to India took 
from three to four weeks, whereas now it can be made 
in four days by air. It is merely a matter of time be- 
fore we shall be taking overnight trips to England. In 
the old days it is true that missionaries seldom came 
back, but the idea of returning home every few years, 
for a period of rest and study is daily gaining ground, 
for it is as necessary in the East to keep up with the 
progress of the world as it is in the West. After all, 
hew many nurses go far away from home if a good 
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interesting post is offered them? And how often does 
not marriage take them to distant cities and even 
countries? So that in either case the chances of visit- 
ing their friends and relatives are not very much 
greater than those of the foreign missionary. However, 
this is not nearly so great a suffering after the first 
step is made as one imagines. If God gives the voca- 
tion, He gives the grace of bearing the parting. The 
missionary does not forget her people, but only loves 
them the more, and by prayer can do much more for 
them than she ever could at home. 

“At first, the sacrifice of a well-loved daughter is a 
great wrench to a parent’s heart, though it is usually 
gladly and gratefully made, for almost every mother 
is willing to give her daughter to God and also has 
the satisfaction of knowing that she is in safe keep- 
ing.” 

“There is plenty of work to be done at home with- 
out going to the East!” 

“Of course, there is and plenty of people to do it if 
they would only exert themselves a little. But if you 
do not go to the East, will you do anything to relieve 
conditions at home?” 

“Well, anyway I have no vocation.” 

“Are you sure? Have you ever stopped to think 
about it? Many nurses have a vocation but in the 
hustle and bustle of everyday life they do not give 
sufficient thought to this important problem which is 
not only one of time but also of eternity — a problem 
that affects both their own lives and those of many 
others. The invitation, ‘Come follow Me,’ should have 
a special appeal to nurses in this day and age when 
the need and opportunities for medical missionaries 
are so great.” 

“But I could not stand the humdrum, lonesome, 
monotonous life of a Medical Missionary.”’ 

“*Humdrum’ is just what the Medical Missionaries 
sometimes wish the life were. There is continually 
something happening. Two days are never alike and 
interest and humor abound in the mission field. There 
are floods, riots, earthquakes, and robbers, all of which 
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add to the interest. Loneliness does not exist. In the 
East one is surrounded by people and after the day’s 
work is over the Sister has the friendly, affectionate 
family circle to which she is glad to return. Look at 
the lonesome life of the graduate nurse here. Often 
she has an apartment outside the hospital. Even if it 
is in the hospital or nurses’ home she is not much 
better off. She gets up, goes on duty, comes off, goes 
to bed and follows the same old routine day after day, 
month after month, year after year.” 

“But nurses have some recreation in their lives, 
whereas Medical Missionaries have none.” 

“Yes, perhaps once or twice a week the nurse goes 
to a movie, a theater or a dance. Many seldom go 
anywhere, especially as they begin to grow older. The 
Medical Missionaries, too, have their regular recrea- 
tions. In India they have a bungalow right in the heart 
of the Himalayan Mountains and every summer they 
go there for a month’s pleasant vacation. They sit on 
the top of this mighty range of mountains; they go 
for picnics down the beautiful fertile valleys; some- 
times they make excursions on wiry little mountain 
ponies to far off villages to visit the friendly natives, 
and perhaps give a little help and advice on all sub- 
jects, varying from the care of the donkey to the 
fitting of the false teeth of the family patriarch.” 

“But Sisters become so narrow in their viewpoint 
from lack of contact with the outside world.” 

“On the contrary, they have a great deal of con- 
tact with the world. They certainly see a great deal 
of it in their travels. In Delhi, India, there is an an- 
nual convention which the Sisters attend. There they 
meet nurses from every city in India with whom they 
discuss and exchange ideas. Some of the Sisters spend 
all of their time visiting the people in their homes 
— from Rajah down to sweeper. They are called upon 
to receive the British Governor, even the Viceroy, and 
many other high officials. In time of disaster they are 
among the first on the spot, as was well demonstrated 
by their relief work among the Quetta earthquake vic- 
tims.” 

“But Sisters cannot do this, that, and the other 
thing. Their work is so limited!” 

“From the beginning of the Society, the Sisters’ 
work was never restricted and since the Holy Father’s 
Decree, all Sisters are permitted to do medical work 
that was formerly considered incompatible with the 
religious vocation. The Medical Missionaries work in 
hospital and home, day and night; they care for 
those who are doctors perform all 
their work of mercy is extended 


obstetrical cases ; 
kinds of operations ; 
to all fields.” 

“But, oh, the clothes that Sisters wear!” 

“The Medical Mission Sisters wear a very simple 
habit. On the mission field it is made of fairly thin 
white cotton material, and is no heavier than an 
ordinary nurse’s uniform, and is just as clean and 
hygienic.” 

“T could never get used to native food.” 

“Tt is not at all necessary that you should, but hav- 
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ing once acquired a taste for it, you will never wish 
for any other kind. Meat, vegetables, fruits, etc., can 
be obtained practically all over the world, and there is 
no reason why they cannot be cooked in the American 
way. After a few lessons a native cook can turn out 
just as good an apple pie as any American girl, and he 
will even attempt fudge — with more or less success.” 

“But I would never be able to learn an Oriental 
language.” 

“That will be your least difficulty. You will not be 
able to help it. When the natives begin to talk to you, 
you will so badly want to answer them that it will 
just come naturally. All the Sisters receive instruc- 
tions in the language, and listening to the patients 
using the same words again and again it is impossible 
not to learn.” 

“But the people are difficult to manage, so they 
say.” 

“There are difficulties, of course, but the people are 
likable, pathetic, humorous and interesting, all rolled 
into one, and how they respond to a little kindness 
and care! The Medical Missionary is treated like a 
queen ; she is hard put to prevent her feet from being 
kissed a dozen times a day. She is welcome every- 
where, and can do so much for the poor neglected peo- 
ple of the East, both body and soul. Her life is full 
of happiness, joy and consolation. With her own 
hands, a single Medical Missionary may open the 
gates of heaven to hundreds of little souls in one 
year.” 

“What about health? Isn’t the foreign mission field 
called the ‘white man’s grave’?” 

“Most emphatically, NO!!! The Medical Mission 
Sister leads a well-regulated life. She gets sufficient 
food, rest and sleep. If she gets malaria, a few doses 
of quinine soon fix her up. Most of the Sisters are as 
well as the day they left for the missions, and some 
are even better.” 

“You know this work begins to sound interesting. 
Where do you go?” 

“At present to India, but the Medical Missionaries 
also intend going to China and Africa very soon, as 
these countries have been calling for them for several 
years, and their needs are as great as those of India.” 

“Say, tell me a little about your Society.” 

“Well, it is largely composed of nurses but there are 
women doctors, pharmacists, chemists, dentists, etc., 
also secretaries and young girls who will later be 
trained as nurses, or sent to medical school; house- 
keepers, etc. The Motherhouse is in Washington, 
where the candidate makes her novitiate before being 
sent to the field. The Sisters make the usual three 
vows of religion.” 

“How can I find out whether or not I have a voca- 
tion ?” 

“Pray for guidance; speak to your confessor; write 
to the Sister Superior: Catholic Medical Mission 
House, Brookland, Washington, D. C., and give your- 
self time to think about it before you are beyond 
the age limit.” 
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I. Introduction 

ALTHOUGH many infectious diseases can be suc- 
cessfully treated by the use of specific anti-sera, there 
are a great number which do not respond to serum 
therapy, and in these cases, cures have been sought in 
the field of chemotherapy. Such chemicals must have 
the desired antiseptic or chemotherapeutic action with- 
out adversely affecting the host as well as the agent of 
disease. In some notable instances, such as syphilis and 
malaria, encouraging results have been obtained by the 
use of chemical specifics, but the comparative failure of 
chemotherapy in bacterial infections led to the theory 
that the higher biological differentiation of spirochetes 
and protozoa make them more susceptible to chemical 
attack.’ Up to the present time, the search for bac- 
tericidal compounds has been successful, for the most 
part, only in finding a large number of good disin- 
fectants . “but not a single product which can be 
used for the destruction of organisms invading the 
body. .”* In the search for such a substance, the 
field of azo dye compounds has been thoroughly in- 
vestigated. 

In 1913, Eisenberg found that azo-compounds were 
relatively good bactericidal agents in vitro. So he con- 
sidered using chrysoidine chemotherapeutically, but 
the splendid results obtained im vitro were not dupli- 
cated in vivo. 

Mietzsch and Klarer, also working with azo dyes, 
discovered compounds with much greater bactericidal 
action than any of those previously studied, but neither 
did these have any effect on infections in mice. At this 
time, however, Domagk discovered that azo-compounds 
containing the sulfonamide group had anti-bacterial 
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activity in streptococcal sepsis of mice. Numerous new 
azo-compounds containing the sulfonamide group were 
prepared, remarkable for their non-toxicity ; curiously 
these compounds now possessed practically no bacte- 
ricidal action on streptococci in vitro, but their ac- 
tivity in vivo became better and better. Finally, 
Mietzsch and Klarer, in collaboration with Domagk, 
synthesized a large number of compounds with great 
activity against streptococcal infections. Prontosil is 
one of these compounds. 

In 1935, Domagk reported that one dose of 0.2 to 
10 mg. of prontosil, if given one and one half hours 
after infection, protected mice against one lethal dose 
of hemolytic streptococci intraperitoneally.* 


II. Chemistry 

The original prontosil used by Domagk was the 
hydrochloride of 4-sulfamido — 2’ :4 — diaminoazoben- 
zene, with a solubility of .25 per cent.* The publication 
of the formula of prontosil stimulated a search for the 
active part of this compound, a search to discover 
which part of the molecule was, in the main, responsi- 
ble for the therapeutic properties. No decision has been 
reached, but many important steps have been taken 
toward the chemical clarification of the active prin- 
ciple, and the first of these was made by the Trefouels 
and co-workers, who found that azo-compounds with- 
out a sulfonamide group attached to a benzene nucleus 
were inactive, while the other groups attached to the 
benzene nucleus could be varied without affecting the 
protective action. They found that all substances giv- 
ing favorable results contained the para-aminobenzene- 
sulfonamide group, and that this substance by itself 
was as effective as the diaminobenzene-sulfonamide.”” 
This discovery was confirmed by a large number of 
workers, and soon this compound, para-aminobenzene- 
sulfonamide, was named sulfanilamide, the name be- 
ing adopted by the Council on Pharmacy of the 
American Medical Association.” . . . “Because of their 
greater solubility, convenience of administration, les- 
ser toxicity, and more favorable results obtained, 
Prontosil Soluble and Sulfanilamide have been used 
in most of the recent experiments. a 


‘Hoérlein, H., op. cit., pp. 320-21 


*Domagk, G., Deutsch. Med. Wehschr., 61 (1935), p. 250 in Buttle, G. A 
H., Gray, W. H., and Stephenson, Dora Protection of Mice against Strep 
tococcal and Other Infections by p-Aminobenzenesulfonamide and Related 
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‘Report of the Council on Pharmacy, “Sulfanilamide and Related Com 
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p. 1888. 


*Trefouel, J. and Mme. Nitti, I and Bovet, D., Compt. rend. Soc. de 
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The fact that prontosil soluble is so devoid of bac- 
tericidal activity in vitro, has led to the theory that 
it is reduced in the animal body to the active group, 
sulfanilamide. Much evidence has been brought forth 
to confirm this theory, notably the finding of sul- 
fanilamide in the urine and the reduction of prontosil 
experimentally by a number of substances. Bliss and 
Long found prontosil soluble to be bacteriostatic im 
vitro after reduction with cysteine hydrochloride.” 
They also found that sulfoxalate will activate it in 
vitro and in vivo; a rabbit was injected intravenously 
with two grams of sodium formaldehyde-sulfoxalate 
and 20 minutes later with prontosil soluble. Now the 
serum, previously inert, exerted a definite degree of 
bacteriostasis on streptococci.’ Colebrook and co- 
workers found that prontosil had inhibitory effects in 
vitro after reduction with magnesium powder under 
a partial vacuum.” 

Since the therapeutic activity of sulfanilamide de- 
pends on its concentration in the tissues, and since 
the closest approximation of this would be the content 
in the blood and the rate of excretion, a method of 
quantitative determination of the sulfanilamide in 
the blood and urine is of considerable value in estimat- 
ing whether the dose being given is sufficient. Mar- 
shall, et al., have perfected such a quantitative method, 
diazotizing the blood filtrate with dimethyl-alphanaph- 
thalene and comparing colorimetrically with a stand- 
ard solution of sulfanilamide treated the same way. 
By this method, they found that absorption from the 
gastro-intestinal tract was rapid, the concentration in 
the blood reaching its peak in four hours. In dogs, the 
concentration in the blood did not rise any higher or 
more quickly with subcutaneous than with oral ad- 
ministration.” 


III. Treatment of Experimental Streptococcal 
Infections 

1. Therapeusis 

There is rapidly increasing evidence that sulfanil- 
amide and related compounds are effective in treat- 
ing beta-hemolytic streptococcal infections. In the 
original experiments of Domagk, 26 mice were in- 
jected intraperitoneally with a 1:1,000 dilution of a 
24-hour egg-broth culture of streptococcus pyogenes 
haemolyticus grown from the blood of a patient with 
fatal streptococcal septicemia. One and one half hours 
after injection, 12 mice received prontosil (the doses 
ranged from 0.2 c.c. of a 0.01 per cent solution to 1 
c.c. of a 1 per cent solution) by mouth. The remaining 
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14 animals served as controls; none of these untreated 
animals lived more than 72 hours after infection, while 
all the treated animals survived. The peritoneal smears 
of the two groups of animals also showed a marked 
difference. In the untreated animals, large numbers of 
cocci and degenerating leucocytes were seen in smears 
taken 24 to 48 hours after infection. But in the treated 
animals no cocci and no degenerating cells were found, 
only a few leucocytes in good condition." 

Colebrook and Kenny at first failed to confirm the 
work of Domagk. They found that a single dose of 
prontosil or prontosil soluble given either by mouth 
or subcutaneously to mice one and one half hours after 
infection with 10 to 100 Minimum Lethal Doses of 
six different strains of streptococci gave little or no 
protection.” However, when they used a strain of 
hemolytic streptococci which was highly mouse viru- 
lent (as a result of prolonged passage through mice), 
they, too, got results which demonstrated the cura- 
tive powers of prontosil soluble. 

The therapeutic effects of prontosil soluble on white 
mice infected with hemolytic streptococci were found 
by Bliss and Long te be remarkable. The survival rate 
in the treated mice was excellent, whereas the un- 
treated died either on the first or second day after 
infection with 100 to 1,000 M.L.D. of hemolytic strep- 
tococci. However, after the sulfanilamide therapy was 
discontinued, the mice began to die, either a few days 
later or as much as 30 days after discontinuation of 
therapy. This they attributed to the absence in mice 
of any natural resistance to intraperitoneal injections 
with 100 lethal doses of hemolytic streptococci. So, 
unless the therapy had eradicated all of the strep- 
tococci, the mice would succumb to the renewed growth 
of the organisms.'” Barlow found that in mice, the 
minimal protective dose varied with the culture and 
also with the route of administration, prontosil giving 
superior anti-streptococcic results when administered 
orally than when administered subcutaneously. Pron- 
tylin (sulfanilamide) given orally was 1.8 times more 
effective than prontosil for low-grade infections, and 
1.4 times more effective than prontosil for high-grade 
infections. However, “the therapeutic margin of 
safety of prontosil administered orally is quite 
superior to that of prontylin. .”* On the other 
hand, Buttle, et a/., also working with mice, found the 
protective powers of prontosil and sulfanilamide to 
be about equal when given orally in doses of 2 mg. 
With respect to toxicity, they found the opposite of 
what Barlow reports; larger doses of prontosil by 
mouth being more toxic than sulfanilamide and inter- 
fering with the comparison of therapeutic results. 
However, they did observe that subcutaneously, sul- 
~ “Hérlein, H., “The Chemotherapy of Infectious Diseases Caused by Pro- 
— and Bacteria,”’ Proceedings of the Royal Society of Medicine, 29, pp 
"Colebrook, L. and Kenny, Meave, ‘“‘Treatment of Human Puerperal Infec- 
tions and of Experimental Infections in Mice with Prontosil,”” The Lancet 1 
(May 30, 1936), p. 1279 
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fanilamide was the better therapeutic agent.’” Barlow 
reports on a third compound, disulon (two p-amino- 
benzenesulfonamide groups), which has a lower tox- 
icity and greater protective efficiency than prontylin 
and, therefore, has a much superior therapeutic margin 
of safety.” 

The time element in sulfanilamide therapy is of 
great importance, treatment started shortly after in- 
fection being most effective. Buttle infected mice with 
10,000 L.D. and treated them at varying lengths of 
time afterward :”*° 

Treatment Survival 
Immediately after infection 2 of 6 mice survived 1 month 
8 hours after infection 4 of 6 mice survived 1 month 
19 hours after infection 1 of 6 mice survived 1 month 
Untreated 0 of 6 mice survived 1 month 

The virulence of strains was found by Nitti and 
Bovet to be an important factor in the efficacy of sul- 
fanilamide therapy. They noted that the drug did not 
protect mice against strains of low virulence." How- 
ever, other investigators have found that sulfanilamide 
and prontosil both show marked therapeutic effects on 
streptococcic infections in mice, these effects obtaining 
for strains of high or medium virulence.” 

2. Prophylaxis 

Colebrook and Kenny studied prophylaxis in mice, 
injecting them subcutaneously with 50 mg. of pron- 
tosil soluble. Four days later, each received a dose of 
streptococci intraperitoneally. Only three of twelve 
died before the seventh day, whereas, nine out of the 
twelve controls died before the fourth day. At autopsy, 
the treated mice were found to have a large amount of 
undissolved prontosil at the site of injection. The slow 
absorption of the drug from this depot may explain 
the prophylactic effect.** Long and Bliss failed to find 
any such effective prophylaxis due to prontosil in 
mice.” 


IV. Treatment of Other Infections 


I. Pneumococcal Infections 


The results of sulfanilamide therapy on pneumococ- 
cal infections, while not as impressive as those with 
hemolytic streptococci, are, nevertheless, encouraging. 
Schmidt injected mice with 0.5 c.c. of a 1:100 dilu- 
tion of an 18-hour broth culture of Type XIV pneu- 
mococcus, and injected them two hours later with 5 
mg. of sulfanilamide and every four hours thereafter 
for two weeks. “These animals were alive and 
healthy 30 days later. .”* In another series of 
experiments, Schmidt found that if the sulfanilamide 
treatment was started within four hours after the time 
of infection, all the mice survived. As the length of 
time between infection and beginning of therapy in- 
creased, the amount of protection decreased, and no 

Buttle, et al., op. cit., pp. 1286-90. 

“Nitti, F. and Bovet, D., Compt. rend. Soc. de Biol. CXIX (1935), p. 946 
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effect on mortality or length of time of survival was 
obtained when the therapy was delayed until 24 hours 
after infection.” 

Cooper, Gross, and Mellon experimented with Type 
III pneumococcus and found the action of sulfanilamide 
to be not as effective as against streptococci. How- 
ever, considering the extreme susceptibility of mice to 
pneumococcal infections, perhaps the protection af- 
forded by the drug assumes a greater magnitude.” 
Sulfanilamide therapy was of value in prolonging, and 
in 77 per cent of animals, saving rats infected intra- 
bronchially with pneumococcus Type III (giving an 
experimental pneumonia resembling human lobar pneu- 
monia).*” In comparing the efficacy of sulfanilamide 
and the specific antiserum in Type II pneumonia in 
rats, Cooper and Gross found that sulfanilamide was 
at least as effective as the specific antiserum, and the 
combination of the drug and serum therapy was no 
more effective than sulfanilamide alone.” 

2. Other Infections 

Dr. A. E. Francis performed some in vitro experi- 
ments using a strain of Brucella Abortis isolated from 
a case with which he had favorable results from the 
use of sulfanilamide, and found that these organisms 
showed considerably more susceptibility to the action 
of sulfanilamide in vitro than did streptococcus pyo- 
genes under the same conditions.** Long and Bliss 
found that in vitro surfanilamide (1 :10,000 concentra- 
tion) inhibited the growth of alpha-hemolytic strep- 
tococci, gamma streptococci, pneumococci Types I and 
II, but did not effect the growth of Staphylococcus 
aureus, typhoid bacillus, paragraphs A and B, en- 
teritidis, Flexner, and Shiga dysentery.” They also 
found protective powers in vivo against C. Welchii.” 


V. Toxicity 

One of the most important problems in chemo- 
therapy is the reaction of the host to the drug. In man, 
sulfanilamide and related compounds seem to be rela- 
tively non-toxic; Long and Bliss observed no changes 
in urine, white and red cell counts, that could be at- 
tributed to the therapeutic agent. None of their pa- 
tients developed sulfhemoglobinemia. Fever was the 
only known toxic manifestation.*’ However, all reports 
are not as favorable as this; here and there in the 
literature are reports of cyanosis, sulfhemoglobinema, 
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and agranulocytosis. Borst reports a death due to the 
latter reaction.” 

In mice, Long and Bliss observed no toxic symptoms 
from the administration of large doses of prontosil 
soluble over a long period of time. But the samples of 
sulfanilamide they used were definitely toxic for mice; 
9 mg. subcutaneously followed by another like injec- 
tion three hours later caused symptoms of . . . “a 
bilateral vestibular dysfunction and a curious spastic 
paralysis. .’ These symptoms disappeared in four 
hours and the mice seemed as healthy as ever.*’ Barlow 
also found that prontosil had a therapeutic margin of 
safety superior to that of prontylin.” 

Buttle obtained results in direct opposition to the 
observations of Long and Bliss, and Barlow. He ad- 
ministered prontosil (the hydrochloride of 2 :4-diami- 
nobenzene-4’sulfonamide) and p-aminobenzenesulfon- 
amide base orally to mice and got the following 


results :*° , 
Dose Prontosil Sulfanilamide 
12 mg. Innocuous 
25 mg. Killed 4 out of 6 
50 mg. Killed 5 out of 6 Innocuous 
100 mg. Killed 6 out of 6 Killed 2 out of 6 
200 mg. Killed 6 out of 6 


The discrepancy of the results of these investigators 
may be due to a difference in the samples of sul- 
fanilamide used, and the effects with prontosil can 
hardly be compared since Long and Bliss used pronto- 
sil soluble, whereas, Buttle used “the original pronto- 
sil” or “sulfonamide chrysoidine.” 

Working with the rabbit, Hawking found that ad- 
ministration of 1.5 gm. of sulfanilamide per kg. of 
body weight caused marked symptoms; 40 per cent of 
those receiving 2 gm. per kg. died. The symptoms sug- 
gested that in acute poisoning by large doses the effect 
is mainly on the nervous system. Histological examina- 
tion of the liver, kidney, and other viscera showed no 
change in these organs; but in the central nervous 
system, degenerative changes were observed.” Hage- 
man studied the pathological lesions in white mice 
which were given large parenteral doses of sulfanil- 
amide for two weeks. Liver, spleen, kidney, and 
vertebral and femoral bone marrow were studied 
microscopically at the time of death or when the mice 
were sacrificed. The largest doses were 50 mg. per day 
or 2.5 mg. per kg. of body weight per day. No physical 
reactions to prontosil were noted, but sulfanilamide 
was not so well tolerated, resulting in “un- 
steadiness, inco-ordination, paralysis . prostration, 
convulsions, and sometimes death. .” Histological 
examination revealed little or no pathological change. 
Liver and kidneys appeared normal, suggesting that 
sulfanilamide and prontosil “exerted no definite 
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toxic action ’ on these organs. Hemosiderin was 
found in the spleens of animals receiving sulfanilamide, 
suggesting increased blood destruction. This may ex- 
plain the anemia seen clinically as a result of pro- 
longed sulfanilamide therapy. Bone marrow showed no 
change other than an increased number of eosinophils, 
which “may possibly indicate an_ allergic 
response. .. .” 

Many experiments have been done in an attempt to 
answer the question, “How do these compounds act?” 
They are only weakly bactericidal in water, and not 
bactericidal at all and bacteriostatic only to a slight 
extent in serum; “the serum of treated animals 
and patients supports the growth of streptococci, 
though to a somewhat diminished extent, and their 
virulence after contact with the drug in such fluids is 
unimpaired. .” Experiments fail to support Leva- 
diti and Vaisman’s theory that the drug acts by 
preventing capsule formation. So far, no in vitro mix- 
ture of drug, serum, phagocytes, and bacteria has been 
made to give any results which even approach the 
therapeutic effects observed ; “clearly nothing 
short of the whole animal is a suitable field for the 
activity of this compound. i 
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1. Action in Vitro 

Colebrook and Kenny found that a 2.5 per cent 
solution of prontosil soluble kills streptococci slowly 
(1-3 hours) but not if diluted slightly with serum. 
A 1:10 dilution with human serum just prevented 
multiplication ; a 1:50 dilution allowed multiplication, 
but much less than in the control (serum without 
prontosil).** Long and Bliss found that dilutions of 
prontosil soluble had no effect on the growth of strep- 
tococcus hemolyticus in a 0.075 per cent solution in 
dextrose beef-infusion broth, or in 50 per cent normal 
horse-serum broth. However, sulfanilamide in various 
concentrations caused a reduction in growth of strep- 
tococci in broth and in 50 per cent horse-serum broth. 
The growth in the control tube was greater and the 
peak of growth was passed more quickly than in the 
sulfanilamide tube, but the number of viable cocci did 
not decrease as rapidly in the sulfanilamide as in the 
control tube. They offer two explanations for these 
results: 

1. Slow multiplication 
fanilamide tube. 

2. Sulfanilamide is bactericidal to a certain degree.” 

In a later report, Bliss and Long, drawing their con- 
clusions from experiments in which a known number 
of streptococci (dilutions made from actively growing 
12-14 hour cultures) were exposed to a 0.1 per cent 
solution of sulfanilamide in broth at ice-box tempera- 
tures (+4°C.), declared there was no evidence that 


takes place in the sul- 
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sulfanilamide had any bactericidal effect on beta- 
hemolytic streptococci.” 

Meyer states that the original prontosil (sulfon- 
amide chrysoidine) does not prevent the growth of 
bacteria, but diminishes their virulence and prevents 
the production of toxins. These conclusions were drawn 
from experimental results obtained by incubating 
streptococci in serum broth containing from 0.1 to 1 
c.c. of a 1:100 dilution of prontosil for 24 hours and 
then testing for virulence and hemotoxin in mice.” 
However, the majority of workers have been unable to 
demonstrate any effect on the hemolysin production or 
the virulence, although Biirgers showed that strep- 
tococci treated with the drug for some hours, then 
washed and injected subcutaneously into guinea pigs, 
produced reactions less violent than were obtained with 
untreated washed cultures, and histological studies 
confirmed this.*° 


2. Action in Vivo 


The action of sulfanilamide on streptococci in vivo 
hasn’t been solved, but the concensus of opinion seems 
to be that capsule formation is not prevented, nor is 
there loss of virulence, or change in colony formation. 
Long and Bliss suggested a metabolic change might 
cause the bacteria to be more readily phagocyted, and 
are strong in their belief that the effect of the drug is 
on the streptococci and not the body defenses.** Ex- 
periments with C. Welchii showed the bacteria to be 
inhibited. Carefully washed cultures of. C. Welchii 
(thus free of toxin) were inoculated into two groups of 
mice, one group treated with sulfanilamide, the other 
not. The treated mice responded to the therapy, while 
the controls died of toxemia. Curiously, about four 
hours after infection, while the number of free bac- 
teria in the exudates of the treated mice decreased or 
stayed the same, and increased in the untreated mice, 
phagocytosis in the treated mice had decreased, and 
in the untreated mice remained at a high level. This in- 
dicates that at least in C. Welchii infections, sul- 
fanilamide acts by reducing the rate of multiplication 
of the organisms.** 

In addition to the bacteriostatic effect exerted by 
sulfanilamide in vivo, there must be some damage to 
the streptococci to permit “such a marked de- 
gree of phagocytosis by the leucocytes. Thus there 
is evidence that p-aminobenzenesulfonamide and 
‘Prontosil Solution’ both inhibit the growth and injure 
hemolytic streptococci in the animal organism. _ 


a) Phagocytosis 


The inflammatory cell response in mice undergoing 
sulfanilamide treatment for experimental streptococ- 


“Bliss and Long, op. cit., p. 1524. 

Meyer, Fritz, “Streptococcus Infection and the Mechanism of Its Healing 
by Serum and Chemotherapy,’’ The Quarterly Bulletin of the Sea-View Hos 
pital, 11 (January, 1937), pp. 148-54. 

“Biirgers, Deutsch. med. Wcehnschr. 
409-10. 

“Long and Bliss, op. cit., p. 32. 


in Holman and Duff, op. cit., pp. 


HOSPITAL PROGRESS 





— 
oo 
uw“ 


cal peritonitis differs markedly with different strains. 
Some mucoid strains are readily phagocytized by the 
neutrophils, while others seem to require the presence 
of macrophages in order that they be disposed of. 
Some non-virulent strains, even in untreated mice, are 
destroyed by the neutrophils alone. “Phagocyto- 
sis of virulent strains is conditioned by the previous 
bacteriostatic action of the drug, which appears as an 
indirect one. = 

In experimental streptococcic empyema of rabbits, 
Gay and Clark noted a fall in the number of leu- 
cocytes and degenerative changes in the leucocytes, 
whereas, in those animals treated with sulfanilamide, 
the leucocytes increased in number and showed no 
degeneration. The monocytic response was about equal 
in untreated and treated rabbits.” 

Bliss and Long observed that phagocytosis increased 
gradually in the peritoneal exudates of untreated mice 
infected with streptococci; but never approached the 
degree seen in the exudates of treated mice. Also, in 
the untreated animals, the phagocytes decreased after 
12 hours, due apparently to the toxic effects of the 
streptococcal infection, hence in the untreated mouse 
there was a relative and an absolute decrease in phag- 
ocytosis as compared with treated mice.“ 

That leucocytes are essential in the process of 
therapy with sulfanilamide is shown by the results of 
experiments in which the polymorphonuclear cells were 
decreased to below 500 per cu. mm. by injection of 
benzene, with the result that the mice succumbed to 
the streptococcal infection despite the administration 
of sulfanilamide.* 

Gross, et al., do not agree with Long and Bliss on 
the point of increased phagocytosis in treated mice. 
Results of experiments with more than 200 mice and 
two strains of streptococcus hemolyticus gave no in- 
dication that phagocytosis was greater in treated mice 
than in untreated. (Examinations were made of smears 
of peritoneal exudates, heart blood, and sections of the 
spleen.) ** 


b) The Reticulo-Endothelial System 


Domagk found that in treated mice (infected with 
streptococci) the peritoneal exudate showed an in- 
crease in mononuclear cells, and that the reticulo- 
endothelial system might be a factor in the mode of 
action of the drug.‘” Levaditi and Vaisman also noted 
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a macrophage increase but found that spleenectomy 
plus colloidal copper blockage did not interfere with 
or decrease the chemotherapeutic action.” Gross, 
Cooper and Peebles confirmed the negative effect of 
spleenectomy. Sections of livers and spleens of infected 
and treated mice showed no morphological evidence of 
reticulo-endothelial activity, so they spleenectomized 
mice, infected them with the “Stoddard” strain of 
hemolytic streptococcus intraperitoneally, and admin- 
istered 25 mg. of sulfanilamide by mouth to ten 
normal and ten spleenectomized mice immediately 
after infection and every day thereafter for nine days. 
Ten normal and ten spleenectomized infected but un- 
treated mice served as controls; the controls showed 
an 80 per cent mortality in three days; 100 per cent 
survival was obtained in the treated normal mice. In 
the spleenectomized treated group, one died on the 
tenth and one on the twelfth day. At autopsy, no 
streptococci were found in .the peritoneum or heart 
blood.” Mellon, Gross, and Cooper concluded from 
experiments with mice infected with streptococci of 
medium and high virulence and from histological ex- 
amination of livers, spleens, and smears of peritoneal 
exudates and the heart blood, that there was no change 
in the histological response to hemolytic streptococcal 
infection as a result of sulfanilamide therapy.”* These 
experiments seem to be fairly good evidence that sul- 
fanilamide therapy acts independently of the reticulo- 
endothelial system. 


3. Action of the Serum of Treated Animals 

It might not be unnatural to assume that since sul- 
fanilamide gives such good results in the animal body 
infected with streptococci, the whole blood or serum 
of uninfected animals which have been treated with 
the drug would exert a bactericidal action on strepto- 
cocci in vitro. There are experiments which refute and 
experiments which support (to some degree) this 
theory. 

Colebrook and Kenny found that the serum of 
puerperal fever patients treated with prontosil showed 
no bactericidal effect, but definite bacteriostatic 
properties. The serum of rabbits treated with large 
doses of prontosil soluble (intravenously) was unable 
to kill even a small number of cocci; they grew as 
freely as in the serum before treatment. This also held 
for whole blood.” Colebrook, Buttle, and O’Meara 
confirmed the report on human sera, stating that the 
sulfanilamized blood of man and monkeys has bacte- 
riostatic and bactericidal action against hemolytic 
streptococci above that of normal blood. This effect 
was obtained with both sulfanilamide (also bacterio- 
static and bactericidal when added to blood in vitro) 
and prontosil (neither bacteriostatic nor bactericidal 





‘*Levaditi, C. and Vaisman, A., Presse med., 43 (1935), p. 2097 in Gay 
and Clark, /bid. 

5'Gross, ef al., op. cit., p. 313. 

Mellon, Gross, and Cooper, op. cit., p. 1861. 

Colebrook and Kenny, op. cit., p. 1281. 
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when added to blood in vitro). They also found a low 
bactericidal power of blood of mice injected with sul- 
fanilamide, but the difference between this effect and 
the therapeutic effect of the same amount of sulfanila- 
mide was surprising. Treated mice survived 50,000 
streptococci, but the blood of treated mice destroyed 
only a few streptococci im vitro.’ Long and Bliss con- 
firmed the observations of Colebrook and Kenny that 
the serum of normal rabbits injected intravenously 
with prontosil solution did not have bacteriostatic 
qualities, and they believe this points to the possibility 
that a hemolytic streptococcal infection is necessary 
for activation of prontosil soluble in the body. The 
following experiments were performed to test this 
hypothesis : 


Effect of high temperature: 

A rabbit was treated with prontosil soluble and incubated 
at 37°C. for several hours. This treatment did not activate 
prontosil soluble. 

Effect of a reducing agent: 

A rabbit was injected intravenously with 2 gm. of sodium 
formaldehydesulfoxalate in 20 c.c. of distilled water 20 
minutes after intravenous injection of prontosil soluble. Now 
the serum, previously inert, exerted a definite bacteriostasis 
on streptococci, and this power lasted, decreasing the while, 
for 20 hours. 

The serum of a rabbit injected with sulfoxalate 
alone had no bacteriostatic power. 

It is known that streptococci have reducing powers” 
and these investigators think that possibly in the pres- 
ence of a streptococcic infection, prontosil soluble is 
reduced and consequently activated.” 

Later, Bliss and Long studied the effects of human 
serum before and after sulfanilamide administration, 
by taking 1 c.c. of serum and a loopful of a 1 :500,000 
dilution of nine- to fourteen-hour cultures of beta- 
hemolytic streptococci and incubating the mixture at 
37°C. for 24 to 48 hours. Then blood agar pour plates 
were made from 0.25 c.c. of each serum- bacteria mix- 
ture, incubated, and a colony count made. After 24 
hours’ incubation, the sulfanilamized sera gave partial 
inhibition of growth, but not in every instance. After 
48 hours’ incubation, the sulfanilamized sera contained 
less organisms than sera taken before treatment.” 

Gay and Clark found that the blood of man and 
animals treated with sulfanilamide had distinct inhibi- 
tory action on streptococci when contrasted with 
normal blood. They found this effect to be transitory 
and the effect is not one of complete destruction of 
the streptococci. Comparing the serum of a normal 
rabbit with that of a treated rabbit, they found that 
streptococci were inhibited by the sulfanilamized 
serum at first (up to 44 hours) but the number of 
colonies at the end of four days was the same as the 





Colebrook, et al., op. cit., p. 1323. 

Hewitt, L. F., London County Council Report No. 3116, Ed. 3, p. 47 in 
Long and Bliss, op. cit., pp. 33, 34. 

“Long and Bliss, /bid. 

*7Bliss and Long, op. cit., p. 1525. 
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control. If whole blood was used, this inhibitory effect 
was increased, but in no case did the culture become 
sterile, nor did the growth at the end of several days 
differ very much from the control. Streptococci grown 
in sulfanilamized serum were found to have degenera- 
tive changes. Chains were elongated, cocci were swol- 
len and metachromatic, but to some extent they had 
capsules. “Matt” colonies formed on initial plating, but 
reverted to “mucoid” on sub-culture. They did not lose 
their virulence. Since all instances of successful preven- 
tion of streptococcal empyema were obtained by re- 
peated drug administration, they thought the repeated 
additions of sulfanilamized serum might have a com- 
pletely sterilizing effect on a streptococcus culture. 
So they took 0.1 c.c. of a 1:1,000,000 dilution of an 
18-hour culture and added 0.9 c.c. serum (one tube 
with normal serum, another with the serum of a 
treated animal) and incubated the mixture at 37°C. 
Each day for six days, 0.5 c.c. was plated out and 
0.5 c.c. fresh serum added to the tube. This experiment 
showed that although successive additions of the sul- 
fanilamized serum result in fresh inhibition of the 
streptococcal growth, and in spite of the fact that 
the total number of organisms was divided in half 
before each addition of serum, the culture failed to 
become sterile. “Tt is clear then that sulfanila- 
mide cannot produce its maximal therapeutic effect 
simply as a chemical dissolved or transformed in the 
fluids of the body. . . .””* 


VI. Original Observations 


The following experiments were performed to note 
the effects of the whole blood of dogs treated with 
prontosil soluble on hemolytic streptococci in vitro ; 
opsonocytophagic indices were made on the serum of 
these dogs. 

The virulence of the strain of hemolytic streptococ- 
cus used was tested by mouse injection before the ex- 
periment on each dog was begun. One c.c. of a 24-hour 
malt extract broth culture killed mice in less than 24 
hours. 

The dogs were given three 5 grain capsules of pron- 
tosil soluble at 24 and 48 hours and blood samples 
were taken from the jugular vein at 4, 8, and 24 hours 
after each administration of the drug. A control was 
made on the dogs’ blood before the treatment was 
started. 


I. Action of the Whole Blood on Hemolytic Strep- 

tococci in Vitro 

Serial dilutions of a six- to eight-hour malt extract 
broth culture of hemolytic streptococci were made, 
ranging from 10° to 10. To 0.1 c.c. of each of these 
dilutions was added 0.9 c.c. of whole blood ; these mix- 
tures were incubated at 37°C. for 24 hours and then 
streaked on blood-agar plates. The plates were in- 
cubated for 24 hours and examined. 





Gay and Clark, op. cit., pp. 538-39. 
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Dog No. 1 
Dilution 
of Prelim- First Day Second Day 
Bacteria inary +4Hrs. 8 Hrs. 24 Hrs. +4 Hrs. 8 Hrs. 24 Hrs. 


10°? +4 af. 4 1. of. <4}. f.. 


10°! a 7 . : ome —_ 


Note: Daggers indicate administration of prontosil 
Growth 
No Growth - 


Dog No. 2 
Dilution 
of Prelim- +4 Hrs. 8Hrs. 24Hrs.+4Hrs. 8 Hrs. 
Bacteria inary First Day Second Day* 


10° 


= 
+++++++++4+4 
| 


| 
++4+4 
4 


Note: Daggers indicate administration of prontesil. 
Growth = + 
No Growth — 

*This dog received 5 c.c. of a 2.5 per cent solution of prontosil soluble 
subcutaneously on the second day instead of the oral dose; this may be the 
reason for the negative results on the second day. The dose may not have 
been equivalent to the oral dosage, or the prontosil may have been eliminated 
from the body more quickly. 


2. Opsonocytophagic Index 

The technique used in performing the phagocytic 
test is that of Wright." The white cells were washed 
three times. Bacteria were obtained by centrifuging 
a six- to eight-hour malt extract broth culture of 
hemolytic streptococci (the same strain as used 
above). Pipettes having diameters of one to two m.m. 
were used; equal amounts of serum, white cells, and 
bacteria were drawn up into the pipette, mixed, and 
incubated for 30 minutes at 37°C. Thin smears were 
made and stained with carbol toluidine blue for 45 
seconds. Fifty cells were counted and the opsonocyto- 
phagic index was calculated according to the method 
of Foshay and LeBlanc.” Three tests were run on each 
blood : 

1. White cells from the treated dog plus serum from 
the treated dog plus bacteria, 

2. White cells from the treated dog plus serum from 
a normal dog plus bacteria, and 

3. White cells from a normal dog plus serum from 
the treated dog plus bacteria. 


5S°Zinnser, A., and Bayne-Jones, S., A Textbook of Bacteriology, pp. 240-41, 

“Foshay, Lee and LeBlanc, T. J., ““The Derivation of an Index Number for 
the Opsonocytophagic Test,’’ The Journal of Laboratory and Clinical Medicine, 
22 (September, 1937), pp. 1297-1300. 
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Dog No. 1— Control Index = il 
First Day Second Day 
+4 Hrs. 8 Hrs. 24 Hrs.¢+ 4 Hrs. 8 Hrs. 24 Hrs. 
T cells + T serum 23 37 20 42 45 30 
T cells + N serum = 33 28 24 51 23 31 


N cells + T serum 33 ~ 43 co) 36 = — 
Dog No. 2— Control Index = 7 
First Day Second Day 
+4Hrs. 8Hrs. 24Hrs. +4Hrs. 8 Hrs. 
T cells + T serum 11 13 4 9 11 
T cells + N serum 10 14 2 10 9 
N cells + T serum 13 11 2 7 11 





Note: Daggers indicate administration of prontosil. 
T cells = white cells of the treated dog. 

N cells = white cells of a normal dog. 

T serum = serum of the treated dog. 

N serum = serum of the normal dog. 





Conclusions 


Although definite conclusions cannot be drawn from 
these experiments which are admittedly insufficient, 
the results obtained seem to indicate that the blood 
of dogs treated with prontosil soluble is bactericidal 
to small numbers of hemolytic streptococci in vitro, 
and that the opsonocytophagic index is somewhat 
increased. 
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Ethics of the Medical Profession 


MEDICINE in America stands today at a pinnacle 
of distinction and excellence.* Not since the days 
when medical service was identified with priestly 
functions has it been in higher repute, has it exercised 
a more profound influence on civilization and has it 
received to a greater degree, the homage and reverence 
of men. Even if it is fashionable in certain circles to 
bewail the passage of the general practitioner and to 
shake a skeptical head in doubting derision of the 
specialist of today, it is still true that the specialist 
is receiving social homage from the very persons who 
deride his claims and question his competence. The 
American people are receiving from the physician, a 
more adequate, a more comprehensive and a more ef- 
fective service today than they have ever received in 
the history of this country. What is even more signif- 
icant is that in all likelihood, the American people are 
receiving a more adequate, a more comprehensive and 
a more effective medical service than any nation at 
any time in the history of the world. 

Medicine has extended its influence far beyond the 
confines of its own science and art strictly understood 
and artificially limited. It has entered upon a pro- 
gram of prevention and has thus been forced through 
the complexities of our culture to enter also into the 
fields of sociology, social service, law, engineering and 
government. It has assumed responsibilities for the 
education and guidance of the nations and has thus 
been forced to enter the fields of the science and art 
of education, civil administration, community organi- 
zation. It has entered also into the innermost sanc- 
tuaries of human personality by revealing as it now 
does to an extent scarcely dreamt of in the most for- 
ward looking eras of the past, the interrelationship be- 
tween mind and body and has thus injected itself into 
the areas of psychology, anthropology, history and 
into the recondite obscurities of personality study and 
philosophy. There is not a human field of interest 
from theology to statistics, from poetry to elementary 
education, from art to the rudiments of reading, in 
which medical influences have failed to achieve a 
potent effect and from which in return medicine has 
not been stimulated to the assumption of greater and 
more diversified responsibilities. 

In the sixth century, Isidore, of Seville, Bishop, 
diplomat, savant, historian, theologian, litterateur and 
the first of the encyclopedists, raises the question why 
medicine as an art and science is not included among 
the other liberal disciplines of his day and he answers 
his own question by suggesting that medicine is the 
synthesis of all the elements of a liberal culture. He 
concludes by insisting that medicine is the secunda 
philosophia because like the prima philosophia medi- 


*National Catholic Social Action Conference, Milwaukee, Wis., May 2, 
1938. 
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cine has for its object, the whole man in all the com- 
plexities of his nature and in all his relationships to 
the world in which he lives. If this was true in the 
days of Isidore, in the days of the amalgamation of 
Gothic culture and the Roman, it is still more em- 
phatically true of this our day when the understanding 
of the whole of man, body and mind, self and the en- 
vironmental non-self, the organic and the inorganic 
components, the personal and the social influences 
bearing upon him, are all assumed to be the concern 
of the physician in his undertaking not only to cure 
but specially to prevent the diseases, physical as well 
as mental, maladjustments as well as derangements, 
to which man can possibly succumb in his ambitious 
strivings to master the universe. 


How has medicine won the confidence of mankind? 
Obviously, it has not done so merely because medicine 
is serving the self-interests of mankind since there are 
other human activities which seek to serve that self- 
interest. Obviously, too, it is not only because medi- 
cine attempts to assuage pain or only because medi- 
cine assists man in his struggle with deterioration and 
death, nor is it only because medicine relieves the 
crises and catastrophes into which man in his halting 
and stumbling progress moves forward in the path- 
ways of life. Without attempting too penetrating and 
detailed an analysis, the only answer to the riddle 
that will satisfy the problems of history and the prob- 
lems of personality and of individuality that are all 
touched by our simple query, is this, that medicine 
has won its pre-eminence because with its own growth 
and competence, it has grown in responsibility and 
because medicine of all the arts has been most mind- 
ful of its growth in duty as it grew in science; of its 
growth in obligation as it grew in opportunity. As I see 
it, the fundamental reason why despite the obvious 
failures of medicine to supply a final answer to all of 
life’s problems, medicine has nevertheless, merited and 
merited rightly, the confidence and trust of all man- 
kind is because medicine was ever concerned with 
safeguarding not primarily the interests of its practi- 
tioners but primarily the obligations of its practi- 
tioners to mankind. 

The point might be labored and might be extended 
into a long discussion. I might lay down thesis upon 
thesis, F believe, which would have a bearing upon 
the answer which I am here suggesting to the problem 
which I have raised. I might, for example, point out 
that the respect in which medicine was held in past 
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ages might well be considered a criterion of the ex- 
cellence and of the superiority of each particular 
civilization. Or I might attempt to convince you of 
the “validity of the contention that as medicine rose 
and fell in its assumption of responsibility so it rose 
and fell in its scientific achievement. Or again, I might 
argue with great hope of success that just as the oath 
of Hippocrates touches only cursorily upon a scien- 
tific activity but most emphatically and profoundly 
upon moral activity, just so throughout the whole his- 
tory of medicine, the emphasis in medical practice has 
been placed rather upon responsibility than upon 
knowledge. Or lastly, we might discuss the thesis that 
as culture laid progressively greater emphasis upon the 
individual, so too, medicine climbed constantly to 
new honors and renown and merited for itself more 
completely the reliance of all its clients and benefici- 
aries. 

Without wishing to make the matter more compli- 
cated than is absolutely necessary, we cannot but face 
what is to me an undeniable correlation between 
knowledge and goodness in medical practice, between 
scientific achievement and obligation, between the 
good for human betterment achieved by medicine and 
medicine’s own sense of responsibility. 

Of course, no one would care deliberately to mis- 
understand my meaning. I am not saying for a mo- 
ment that in all of this discussion one can overlook the 
lives of certain physicians who are unworthy of the 
trust reposed in them, unworthy of wearing the 
garments of the high priest of health or to carry in 
their hands, the mystic wand of Mercury, symbolic of 
the readiness with which the physician hastens to ap- 
ply the mysteries of his healing art to the even deeper 
mysteries of human disease. Neither am I unmindful 
of the fact that as age succeeded age, the methods by 
which medicine bore its responsibilities changed in 


complexity or thoroughness or efficacy. Neither again,~ 


am I unmindful of the fact that motivations most di- 
verse in character and intensity influenced the ave- 
nues through which medicine carried its responsibility. 
The important thing is that for the mpst part through- 
out history, we witness a progressive use of medicine’s 
opportunities for the betterment of mankind with the 
creation of each new scientific opportunity and a more 
effective influence for human betterment with each in- 
crease in the moral responsibility which grew out of 
each new contribution to human knowledge and learn- 
ing. 

It would be most revealing, it seems to me, to at- 
tempt to find a parallel to all of this in the growth 
and development of the other sciences and arts. It 
would seem that we could reach fair agreement upon 
the fact that other sciences and arts have had 
pronounced periods of growth without corresponding 
increases in their sense of responsibility; that other 
sciences and arts have reached their zenith in content 
while approaching their nadir in responsibility; that 
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other sciences and arts have exhibited periods of wild 
and unrestricted growth without at the same time 
achieving a parallel result for human betterment. 


III 


The point in all of this is that, historically speak- 
ing, medicine and the ethics of medicine have always 
been inseparably and most intimately associated. And 
today, too, they are as intimately interlocked as they 
were in the days of Hippocrates or Galen. The very 
subjects that occupy the focal points of our interest, 
such as, the personal relationship of patient and physi- 
cian, the extension of public health service, the diffu- 
sion of responsibility for medical practice, the safe- 
guards to human betterment through medicine, the 
application of the psychiatric viewpoint in medical 
practice — these and a hundred cognate and related 
questions imply medical ethics as much as they imply 
medicine; they imply the competence of the practi- 
tioner no less than the uprightness and sincerity of 
the man; they imply the knowledge and skill but also 
the moral goodness of the physician. There is scarcely 
a modern development in medicine which did not 
bring with it almost from the moment of its genesis, a 
paralleling moral problem. The discovery of insulin 


“and the sex hormones; the formulation of the con- 


cepts for pre-natal and maternal care; the application 
of biophysical processes to the control of disease; the 
unraveling of biochemical structures as an aid in the 
interpretation of disease; all these and tens of other 
similar broad developments all converging upon the 
individual human in their ambitions to save him from 
the inroads and onslaughts of moral or social or vital 
or physical adversity, have all either created new 
moral problems or modified existing ones or have at 
least thrown light upon the meaning of moral prob- 
lems which have vexed the mind of man in his efforts 
to bring to all men a sound mind in a sound body. 
The very slogan “mens sana in corpore sano” implies 
duty and obligation and responsibility. 


IV 


The Catholic mind sees a most fascinating, his- 
torical as well as pragmatic problem in the relation- 
ships of medicine which strangely and most interest- 
ingly parallel similar problems in Catholicism. The 
deontological aspects of medicine with their emphasis 
upon obligation elicit the sympathetic understanding 
of man’s liberty as the most gratifying culmination of 
his trend toward greatness. The medical man not un- 
like the penetrating Catholic, pursues in the “must” 
which determines his action, in the curtailment of his 
license, but the highest manifestation of his freedom. 
Both, glory in the necessity which to a more self- 
centered mind would imply restriction; both, feel in 
the compelling drives for action, a certain dynamic 
force toward selflessness and the pursuit of ideals; 
both, find in motives pressing upon the self from with- 
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out, the uplifting of that self from a plane of selfish- 
ness to a plane of unselfish devotion. 

If there still remains in all of this that difference 
between the philosophically minded physician and the 
Catholic with reference to the presence as the Cath- 
olic sees it and the absence as a physician may 
abstract from it of that compelling and even coercive 
force, conscience, that is only because the physician 
as such deals with medicine and the Catholic deals 
with religion and religion must go farther than medi- 
cine. The ethical drive up to a point is the bond of 
common and sympathetic understanding. The phy- 
sician, as such, strives for human betterment in time, 
the Catholic as such, strives for human betterment 
in both time and eternity but both strive for human 
betterment and both do so under the stimulation of 
that ethical force which arises out of the fact that 
both are custodians of those highest of treasures which 
man can possess — human health, physical and men- 
tal, in the one case; human health, spiritual and 
moral, in the other case. 

Applying all this to the professional life of the phy- 
sician, it is needless to emphasize in this audience 
that there are ethics and ethics; ethics which flows 
from the immutable and perennial and omnipresent 
law of nature which recognizes the dual character of 
man, his present dignity and his eternal destiny, which 
recognizes the Creator-creature relationship and the 
sanctions for right doing and wrong doing; and these 
other ethics which to be valid, must also be based 
upon justice and charity, mutual forbearance, the 
respect for mutual rights and the acknowledgment of 
mutual privilege in all human interrelationships. It 
must be granted, to be sure, that the ethical compul- 
sion in the latter, in the so-called professional ethics, 
need not and at times cannot be as exacting as they 
are in the former, that in professional ethics one finds 
flexibility and modifiability and place for com- 
promise; while in the former, one must find constancy 
and steadfastness and unflinching adherence to prin- 
ciple. Nevertheless, the farther one progresses toward 
the ideals of civilized society based upon the worthiest 
of foundations, those of supernatural religion, the less 
one will be inclined to draw a line between the so- 
called “two kinds of ethics,’ the more will pro- 
fessional conduct be brought into even literal con- 
formity with the basic dictates of ethics found upon 
natural law and the more too, will the horizons of the 
natural law be widened to include all forms of rela- 
tionships. It is amazing to a careful student to dis- 
cover the extent to which, to quote an example, the 
principles of ethics as propounded by the American 
Medical Association, contain mutually harmonious 
elements, some actually expressive of the natural law 
and others logically derivable from that natural law 
and all harmonized in the focal point of a sound pro- 
fessional, no less than ethical, and at times, religious 
interpretation of the furictions and purposes and 
achievements of the medical man. 
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Hence, too, follows that dictum which superficial 
thinking may at times cause us to doubt but which 
deeper thinking forces us to accept, namely, this, that 
good moral practice is good medical practice and good 
medical practice is good moral practice. The conflict 
between good medical practice and good moral prac- 
tice, if any exists, in specific cases or in the experience 
of a particular physician or institution, arises not from 
the elements of morality or medicine intrinsic in the 
problem of an individual patient but rather, let me 
say it guardedly and cautiously but none the less em- 
phatically, from the fact that the physician or the 
patient or sometimes a consultant is deficient in the 
breadth of medical knowledge necessary for the moral 
treatment of the case or is deficient in the moral 
knowledge necessary for the medical treatment of the 
case. As in all other common relationships, so in this 
also, it is sometimes assumed that the easiest way 
out of a difficulty is the best way out of a difficulty, 
whereas, the presumption on the basis of all human 
experience, should make us always suspicious of the 
easy way out of a personal or a moral or a social 
problem. Nature may be simple in the elements 
which compose culture or learning or refinement or 
idealism but nature is most complex when those 
simple elements combine in their all but infinite varia- 
tions. It is for this reason that facile solutions often 
prove to be over-simplified and consequently, wholly 
inadequate to meet the demands of a situation. The 
physician who sees only one way out of a problem 
which he on the basis of some text book or some more 
or less acceptable authority propounds as good med- 
ical practice, may on further thought find that his 
assumption is a false one and that with more alert- 
ness and initiative and aggressiveness, a moral prin- 
ciple would have guided him more safely to the solu- 
tion of a medical problem. And conversely, let us 
say it with equal emphasis, that often enough the 
condemnation of a medical procedure by those to 
whom is entrusted the safeguarding of the ethical 
relationships in medicine or the medico-ethical rela- 
tionships between the patient and physician, would be 
withheld, even converted into approbation, if our 
guides to ethical practice had a better understanding 
of medical procedure. In extended experience, it 
happens on relatively few occasions that conflict de- 
velops in individual cases between persons as com- 
petently resourceful in medicine as the other party 
to the argument might be justifiably flexible in the 
application of a moral principle. I am still convinced 
that good medical practice is good moral practice. 


Vv 


Fundamental in all professional practice is the phy- 
sician’s competence. From an ethical viewpoint, the 
development of competence, the maintenance of com- 
petence and the use of all the accumulated mental and 
moral resources implied in competence, are obligatory 
in conscience and subject to all the sanctions for moral 
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conduct. The physician works with the most treasured 
of man’s temporary possessions, life itself. He must 
prepare himself and keep himself fit to exercise his 
profession and he must again under the sanctions of 
conscience, exercise all that ingenuity and skill and 
judgment which are derivable from his education and 
his experience. We are ‘accustomed at times under 
the stress of pressing problems in practice to visualize 
moral problems only in those catastrophic occurrences 
common enough in obstetrical or surgical practice or 
to emphasize those moral questions which arise 
routinely with reference to certain specialties, such 
as, gynecology or urology or neurology. The reality 
of these “crisis problems” and their obtrusion upon 
the notice of the physician are, to be sure, most de- 
serving of emphasis. More fundamental, however, and 
therefore, more deserving of emphasis as the out- 
standing moral problem in medical practice is the 
competence of the physician. 

There is a moral obligation for the physician to re- 
strict his practice to those areas for which he has ade- 
quately and properly prepared himself and this obli- 
gation is to be interpreted just as strictly and rigor- 
ously as the physician’s obligation in the face of a 
medico-ethical crisis. The giving of medical attention 
as determined by the needs of each patient; the cc 
tinuance of that attention; the discharge of the patient 
at the moment when his physical condition justifies ; 
the safeguarding of the patient against the foreseeable 
contingencies in each particular case as determined 
by the findings of a physical diagnosis; the use of 
accepted and tried remedies which ensure safety rather 
than encourage wild experimentation or commercial 
exploitation; the application to the patient of those 
fundamentally sound viewpoints which are derived 
from a scientific approach; the cautious and prudent 
evaluation of non-medical factors in the interpretation 
of the medical condition; the choice of auxiliary per- 
sonnel, such as, nurses and laboratory assistants not 
on the basis of personal preference but on the basis 
of recognized competence; the summoning of a com- 
petent consulting service as aid to the competence 
of the physician in charge rather than on the basis 
of expected financial or service returns — all these and 
a hundred other problems contain moral elements 
which are subject to the control of conscience. It may 
be sweepingly but none the less truly asserted that 
in the physician’s life there is not a single home visit 
or an office call or hospital visit from which the 
question of competence can be debarred, and this be- 
ing granted, from which moral considerations can be 
debarred. It is for this reason, too, that the modern 
trend toward the raising of standards of medical 
practice, higher educational demands, the promotion 
of excellence in professional service, the recent trends 
toward safeguarding and controlling specialization, 
fhe regulations concerning the physician’s advertising 
and the publication of his professional results — all 
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these and tens of other topics which may be suggested, 
all involve again the problems of competence and the 
recognition of competence and, therefore, definitely 
have as their objective, the safeguarding of more ade- 
quate moral emphasis in practice. 

Perhaps one other consideration should enter into 
this discussion. If it is granted, as it must be on the 
basis of justice arising from the implied contract be- 
tween patient and physician, that the competence of 
the physician involves a moral problem, it must also 
be granted, so it seems to me, that the definition of 
competence may shift and change from generation to 
generation. Though a physician half a century ago 
was undoubtedly justified in treating diabetes, to 
choose an example, by the methods then in vogue 
among the most respected members of the profession, 
it is obviously clear that the employment of such 
methods today would lay the physician open not only 
to criticism of his colleagues but also to the condemna- 
tion of his own conscience. The physician, is there- 
fore, bound to keep himself in touch with scientific 
development in the fields in which he claims com- 
petence. Lethargy, indifference, laziness, lack of in- 
terest, aloofness, may be character defects in others; 
they are crimes in a physician if he carries them into 
his relationship with his patient. Hence, it would 
seem to follow by logical necessity, that the physician 
is in conscience bound to keep in touch with all that 
his science and art have to offer for the alleviation 
of human suffering. The patient, when he appeals to 
the physician for help, implies that he regards that 
particular physician as one who is competent to assist 
him and as one who is capable of taking upon him- 
self the responsibility for adequate medical care. We 
may quarrel all we please about the abstract meaning 
of adequate medical care; we cannot quarrel about 
the definite obligation that arises from the implied 
contract when the physician accepts a patient. It is 
the physician’s duty in such a contingency to evaluate 
himself and with all sincerity, to declare to the pa- 
tient if such be the case, that under these particular 
circumstances he is or is not able to carry out his 
obligation. The obligation begins if the patient has 
been accepted by the physician. From that point on- 
ward, the obligations implied in competence must dog 
each single footstép of the physician and the latter 
is relieved of the onus only when the patient releases 
him or when the outcome of the crisis determines 
naturally the cessation of that obligation. 


VI 


To turn now to the question of the physician’s re- 
sponsibility. We have emphasized the thought re- 
peatedly that this responsibility arises from the 
acceptance of the patient by the physician and the im- 
plied contractural relationship in that action. It does 
not and cannot arise from the expected or not-ex- 
pected payment of a financial retainer or a stipend. 
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In a contract, there must be a quid pro quo; values 
must be interchanged between the contracting parties. 
If on one side the values are intangible and on the 
other side they are emphatically tangible, the contract 
must be differently interpreted than if an exchange 
of tangibles takes place such as occurs in barter. The 
value of human life and health and happiness is not 
measurable in terms of the dollar or pounds sterling, 
the mark or the franc, the lire or the ruble. Neither 
can we say that intrinsically one man’s life or health 
or happiness has a different value than another man’s. 
The differences in value in these intangibles arise from 
extrinsic and accidental considerations, from cir- 
cumstances of time and place and person which of 
themselves are entirely apart from the real inward 
significance of medical care. Similarly, we cannot 
evaluate a physician’s services in terms of monetary 
values in so far as they imply expenditures of energy 
or the exercise of skill or the application of judgment 
on the part of the physician. These, too, are in- 
tangibles. They cannot and must not under any cir- 
cumstances be standardized. A septum resection or an 
appendectomy or a transfusion or an adrenalin pre- 
scription is one thing in one case and quite a dif- 
ferent thing in another case even though in all of 
them the physician employs his art, his skill and his 
judgment. Just as human beings cannot be standard- 
ized, so neither can the medical care which is given 
to these human beings no matter how much, under 
the concrete circumstances of society, we may have to 
live, we may strive for uniformity of procedure. It 
follows, therefore, by logical necessity, that we can- 
not attach a definite monetary value for this or that 
surgical procedure, this or that prescription, or this 
or that diagnostic process. Only in this way can we 
justify the sliding scale which the physician uses after 
he has determined the paying capacity of the patient. 
His fee is not a wage nor even a stipend, it is an 
honorarium that is given to him as a token of ap- 
preciation for his services by the patient, it must 
not even be interpreted as an evaluation of those 
services. Such is the responsibility from a purely per- 
sonal viewpoint which is implied in medical practice. 

Moral considerations penetrate through all of this 
to an extent that makes it all but impossible to sepa- 
rate moral, social, economic and medical factors in 
the determination of the implications in any single 
case. And the responsibility today in medical prac- 
tice increases with frightening momentum. Time was 
when all of this through the domiciliary practice of 
the doctor was unified in a single problem. The phy- 
sician understood better than anyone else not only 
the patient but the patient’s whole life; today we have 
thought it necessary — though that necessity may still 
be debatable — to entrust certain phases of the re- 
sponsibility to an army of collaborators. For example, 
when more than twenty-five persons all bearing a frac- 
tional responsibility for the care of the patient are in- 
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terested in the patient from the moment he leaves 
his home in an ambulance until he sinks exhausted 
into his bed in the hospital, it may be readily under- 
stood how diffuse has become the responsibility which 
at one time was concentrated practically wholly in ~ 
the physician. Nor is that all; we have multiplied 
the agencies which began by recognizing their charac- 
ter as aids to the physician but which are today 
vindicating to themselves the new character of being 
consultants to the physician. When responsibility is 
diffused among many persons, it may be fractionated 
until it reaches a vanishing point in any one particular 
individual. If the analysis presented above is true, 
that medical care implies a moral responsibility, we 
may well wonder in whom that -moral responsibility 
finally rests. 

In the face, therefore, of the complexities of modern 
medical practice, it would seem more than ever in- 
cumbent upon the physician for the sake of the better- 
ment of mankind for which he is working, to regard 
himself generously and in the face of opposing 
tendencies as the final bearer of that responsibility. 
The nurse and the laboratory technician and the 
medical social worker and the stretcher bearer and 
the anaesthetist and the hospital administrator and 
the twenty other new vocational adherents are at- 
tempting to atomize it, but it must in the final analy- 
sis be re-assembled in the mind and heart of the 
medical man. 

Only by the emphasis upon the physician’s personal 
responsibility for medical care, can we safeguard the 
moral implications of medical practice. If that moral 
responsibility disappears, what safeguards can be sub- 
stituted for medical practice? If that moral responsi- 
bility disappears, what is to prevent the development 
of the concept that medical care is a purchasable com- 
modity like groceries and clothing and transportation ? 

To be sure, the question may be raised whether or 
not this interpretation of medical care is justifiable in 
the face of present day conditions. The formulation 
of the answer is much more difficult than the formu- 
lation of the question. Suffice it to say that at the 
present time, we are still concerned with the preserva- 
tion of the sanctity of human life and health and 
happiness. There may have been attacks more or less 
daring or subtle upon these sanctities, but in the last 
analysis when any one of us is confronted with the 
crises implied in a serious sickness of ourselves or of 
any of our dear ones, our theoretical speculations give 
way to the claims for personal attention and our per- 
sonal needs assert themselves with clamorous in- 
sistence. If this is so, the day has not passed and 
let us prophesy, will not pass, when medical prac- 
tice will cease to imply serious and unquestionable 
moral responsibility. 

That responsibility too, is extending into more and 
more areas. The insistence upon the psychiatric com- 
ponent and the social component and the economic 








194 


component of illness has made us realize better than 
ever the body-soul relationship. The insistence upon 
specialization and differential medical processes with 
reference to age groups, for example, and with refer- 
ence to physiological and pathological processes and 
with reference to anatomical regions has laid stress 
upon the scarcely realized complexity of the human 
organism. Into all of these areas, these sub-divisions 
of medicine and these regions into which medical in- 
fluence must penetrate, the moral implications must 
follow. 

And so as the direct outgrowth of the tendencies 
in medical practice today, we cannot but accept the 
conclusion that knowledge and skill in the doctor are 
no longer by themselves a safe foundation upon which 
to pile the burden of moral responsibility. We must 
seek to develop the physician of the future into a 
character, sound, steadfast, fearless and courageous, 
who will seek to unite professional competence with 
character strength. Medicine today, more than ever, 
needs strong characters, who, even in the face of the 
dangers to their temporary self-interests, will, never- 
theless, safeguard first and foremost these obligations 
which they assumed with their medical degree. A 
physician, first, a self-interested physician, second. 
The opening sentence in the formulation of a code 
of ethics of the American Medical Association reads 
as follows: “A profession has for its prime object the 
service it can render to humanity; reward or finan- 
cial gain should be a subordinate consideration. The 
practice of medicine is a profession.” This sentence 
is in strict conformity with what I am here trying to 
say since it is in strict conformity with the dictates 
of a sound morality. 


Vil 


But even here the doctor may not stop. He has 
obligations in charity. Justice may be the foundation 
of his professional life, but charity is his culmination 
and his greatest glory. Just as in law, there are 
equities, difficult to define in terms of strict legal 
verbiage, just so in medicine, there are implications 
which include the decencies of life. They may be 
extra-contractural but they are intra-human. The re- 
spect for a human being, the application of human 
relations, the love for human experience, the yearning 
for human attentions, these basic needs of a human 
heart saddened and made fearful by illness, yearn 
for a response on the part of the physician which 
at times, he alone of all those who come into contact 
with the patient, can supply. The “No Visitors” sign 
on the door of a hospital room, makes me pause and 
while I recognize the medical need for the forbidding 
order, I cannot but think of the patient within, who 
during the period of his temporary or sometimes his 
final isolation as he passes out of life, has the phy- 
sician and only the physician as his one link with 
the humanity outside his room; and of that humanity, 
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after all, the patient is a part. Whenever near and 
dear ones are excluded, the physician or his repre- 
sentative alone have entre to the sanctuary in which 
a human life is passing into the great beyond. At such 
a time, who would measure his obligations only in 
terms of the demands of strict justice? The per- 
sonality of the doctor rather than his professional 
character, at such a time, becomes the bearer of a 
moral relationship between himself and the patient 
which is describable only in terms of the dearest and 
most intimate experiences of human life. At such a 
time, the self-forgetful devotion of the physician 
achieves its greatest triumphs even in the face of a 
medical failure. It is then that competence assumes 
a new meaning and responsibility, a new role and 
character, a new significance; it is then that the 
motives for competence and responsibility and charac- 
ter in the doctor will achieve their highest effective- 
ness; it is then that the Catholic physician, and I 
mention him not because others fail but because of 
the insistence of Catholic teaching, will be guided 
by the supernatural considerations that emerge from 
his faith, for, if it was said to all that “Whatsoever 
you have done to one of these the least of My 
brethren, you have done unto Me,” surely, the Cath- 
olic physician of all others should be prepared to 
exercise that supernatural charity by reason of which 
he will see Christ in his patient and by reason of 
which, furthermore, he will be another Christ to his 
patient. 


Vill 


You will recall the simile that was drawn some 
years ago in one of our weeklies, between the surgeon 
at the operating table holding his purified hands aloof 
from all mundane contacts to keep himself clean and 
uncontaminated and the similar pose of the priest at 
the Altar as he raises his hands heavenward in prayer. 
The simile suggested the relationship of interest of 
priest and physician. Their ideals too, must be sim- 
ilar in the crises of life. The physician to whom 
his morality, his religion is more than a word, he 
alone will be prepared to be to the sick all that is 
implied in medical practice. If by way of illustration, 
we have chosen here the termination of life as the 
moment in which all of this is obtrusively true, this 
was done only for the purpose of emphasis; it is 
equally true of the ambulatory patient who labori- 
ously and with a borrowed street car token hobbles 
his halting way to the door of the out-patient depart- 
ment and seeks there equally physical relief but also 
relief from anxiety, who yearns as much for the pal- 
liative drug as he yearns for the soothing and kind 
word, and is as much a human being in need as is the 
sufferer in the hospital bed preparing to meet his God. 

Between these two extremes, are the countless pa- 
tients whose circumstances of life and whose social 
and medical needs conform to the demands of daily 
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life. They too, extend to the physician, that trust 
and confidence which was developed on the one hand 
by the clamors of human nature but, on the other 
hand, by the traditional high-mindedness, self-effacing 
devotion and even selflessness, of the profession of 
medicine throughout the ages. 

The ideals of medicine are the ideals of Catholi- 
cism.. There is more than a mere coincidence in the 
fact that the moral teaching of the Church and the 
basic moral demands of medicine are so completely 
at one; more than a mere coincidence in the fact that 
the motivations out of which develop the finest atti- 
tudes toward medical practice as well as the finest 
attitude toward a philosophy of life in dealing with 
mankind, are so completely identified. In all this 
idealism, we cannot and must not be unmindful of 


HOSPITAL PROGRESS 


195 


practical considerations. The physician too must live, 
he too has his right to human conveniences and to 
the education of himself and his family and to high- 
leveled living and to recreation and to travel and 
to the possession of all the finer things of life. As a 
matter of fact, we might as well admit that he has a 
greater right to these than others have as measured 
by the service which he renders but the physician with 
faith will always remember that he that shall lose his 
life, shall find it; and he that shall give his life, shall 
gain it. The surest way to achievement of life at its 
best, is not along the avenues of selfishness but through 
the avenue of unselfish devotion. For the physician, 
the ambitions and purposes of Catholic Action are 
but the expression of his own professional ideals. 


A Patient Load 


IN 1935, 1,200 hospitals with schools of nursing, em- 
ployed 21,300 general staff nurses.* By 1937 this num- 
ber was increased to average 27,000. What is expected 
from these 27,000 nurses at the bedsides of their 
patients ? 

In the Manual of the Essentials of Good Hospital 
Nursing Service we are reminded to have a technique 
for measuring nursing care quantitatively and qualita- 
tively. A good nursing service will require a perma- 
nent graduate staff furnished in sufficient numbers to 
assure a stabilized service at all times, and to safe- 
guard a balanced clinical service program for the stu- 
dent nurse. 

While engaged in her bedside nursing, the staff nurse 
must remember : 

1. She is an advertisement for the hospital that en- 
gages her. 

2. Her work is a demonstration to the student, of 
perfected technique after three years of preparation, 
and often after longer years of experience. 

3. She is called upon to adjust rough spots caused by 
some colleague or student. 

4. She is expected to carry on intelligent conversa- 
tion with the patient. 

5. She must derive satisfaction from her work. 

What factors influence the staff nurse to keep these 
goals in mind? Her ability to fulfill expectations and 
to obtain satisfaction in her work all controlled by the 
situations present in the hospital, which govern quan- 
titative and qualitative nursing care. The greater the 
discrepancy between the number of hours provided, 
and the number of hours required (if the discrepancy 
is such that hours provided are fewer than hours re- 
quired) the poorer the service will be. 





*Read at the Fourteenth Annual Convention of the Western Conference 
of the Catholic Hospital Association, Fairmont Hotel, San Francisco, Calif., 
February 28, 1938. 
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That ratio of nurse to patients is influenced by: 
(1) The type of patient. (2) The floor plan of the 
hospital. (3) The number of hours the nurses are on 
the wards and the time actually given to the duties 
for which the ratio provides. 

The average graduate can give good nursing care to 
about five average patients each morning. If the 
patient is having treatments demanding much time 
and effort, she cannot give the amount of care essential 
to provide the proper professional treatment for the 
well-being and recovery of the patient, both mental 
and physical. This ratio is suggested with each nurse 
responsible for the complete care of her patients while 
she is on duty. This method establishes a bond be- 
tween patient and nurse which makes for better un- 
derstanding and co-operation. 

Regarding the floor plan of the hospital: the dis- 
tances traveled between departments, treatment rooms, 
pharmacy, linen rooms, diet kitchen, has been mini- 
mized by the use of non-nursing employees, and care- 
ful planning when building. If the nurse must set up 
her own dressing trays, catheterization tray, irriga- 
tions, etc., in her ward she is using valuable morning- 
care time and will decrease her time in actual bedside 
care. A service providing for complete and standard 
tray setup, ready for immediate use is an important 
time-saving factor. This may be carried out on each 
unit or may be centralized. 

The Manual of the Essentials of Good Hospital 
Nursing Service under the topic “Bedside Nursing 
Hours for Ward and Semi-Private Patients” average 
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3-3% hours of bedside-nursing care in each 24 hours, 
for the adult medical and surgical patient 22-3 hours 
of bedside nursing care in 24 hours to the obstetrical 
and newborn, 6 hours to the infant in the pediatric 
department, and 4 hours to the five-year-old child. 
Thus on a 26-bed unit averaging 21 patients daily, 
the minimum recommendation is one head nurse, nine 
graduate nurses and two maids covering a 24-hour 
period. One and one half students replace each grad- 
uate nurse. With a 48-hour, 6-day week, there would 
be eight nurses on daily. Four in the morning would 
average 5.2 patients each. There would be a rotation 
of divided hours for the four in the 7 a.m. nursing 
care, involving one nurse daily. Two nurses from 3 
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p.m. to 11 p.m. and two from 11 p.m. to 7 a.m. From 
7 p.m. to 7 a.m. the two nurses have an average of 
10.5 patients each. Often the number of patients per 
nurse on night duty makes general staff nursing on 
the night shift most undesirable. 

To stabilize the ratio of patients to nurse and 
eliminate the undesirable features of staff nursing, 
when a capacity occupancy is existing, the use of the 
registry to call for temporary staff nurses has done 
much to maintain the standard of nursing care ex- 
pected by the patient. 

Progress has been made on the part of the hospital 
and staff nurses, due to the resolutions adopted by the 
A.N.A., June 26, 1936, at Los Angeles, Calif. 


The Dietitian and the Hospital Personnel 


THE DIETITIAN is an executive of ever-increas- 
ing value in the hospital world. To this person, 
specially trained in Home Economics, falls the task 
of organizing and maintaining the work of one of 
the most important departments of a modern hospital. 
As the dietitian must see that the food service is satis- 
factory to the ultimate consumer, either patient, nurse 
or employee, she should have entire supervision of all 
the food. If a purchasing agent does the actual buy- 
ing, the dietitian should at least designate what foods 
are needed and be able to obtain all that is necessary 
to ensure suitable service. 

The patient is always her first concern, and it must 
needs call forth a wealth of understanding and skill 
to manage this department so judiciously as to satisfy 
the needs and sometimes the querulous whims of the 
patient, whilst at the same time, keeping within the 
limits of the budget. It is no light task to have charge 
of food service in a hospital, with its multiplicity of 
needs and diversities of tastes. The general meals for 
the sick, the many special diets, which call for such 
care and precision, meals for nurses and employees, 
make menu planning often.a difficult procedure. But 
then the dietitian’s measure of success may be gauged 
by her ability to please and elicit praise from patients 
whose dietary allowance is limited. Not only must 
meals for the sick contain the correct proportion of 
food principles, vitamins, etc.; the attractive appear- 
ance of the tray as it is set before the patient means 
so much. The monotony of weary days can be 
pleasantly interrupted by some little delicacy, atten- 
tion to a known preference of the individual, or in 
the case of a foreign patient, the serving of a food 
in characteristic home fashion. Attention to detail is 
nowhere more imperative than in tray service. As the 
patient glances over the meal, first impressions are 
apt to be lasting —and if all is colorless and bland, 
no matter how tasty or well prepared the food, 
appetite will vanish. The art of preparing and serving 
patient’s meals calls for genius of a high order. When 
well executed, it may well be the pivot upon which the 
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fame and popularity of the hospital revolves. It cannot 
be too often repeated, that if patients are satisfied 
with meals, they are satisfied with your hospital. 

Only second in consideration comes the serving of 
nurses’ meals. They work hard and have a right to 
look forward to a satisfying repast. Poor meals 
engender disappointment and grouchiness, and unless 
nurses are geniuses at concealing their feelings, this 
is bound to show up in their disposition and in their 
contact with patients. So in spring and early summer, 
when fresh fruits and vegetables are coming in, it 
would be a wise investment to have a bright garnish 
in the form of tomatoes, radishes, etc., or to serve 
fresh fruit as dessert following a commonplace meal. 

In planning meals, let us not forget the night nurse. 
They are working under abnormal conditions and 
require special thought. Their meals should be made 
appetizing, as well as substantial, by the addition of 
a salad, a relish, or tempting dessert, to brighten the 
dull routine of night work. 

Lastly, we need to give special attention to those 
who prepare the food. Our help problem nowadays 
is a serious one, and everyone knows that when 
employees are contented, better work results. There- 
fore, in arranging menus, we should also consider the 
kitchen staff. 

Added to all these responsibilities, the dietitian is 
also the hospital’s food economist. By her system of 
ordering food, care in storage, as well as in serving, 
she can be the thrifty housewife, or by poor planning, 
careless requisitioning or neglect, waste the institu- 
tion’s goods. By serving proper therapeutic diets, 
whilst winning the goodwill and applause of nurses 
and the help, but most important of all, meriting the 
confidence of the administration, the dietitian will 
have heroically fulfilled her role of competent director 
of the dietetic department. 
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The Nurse at the Deathbed 


The attention of our readers is called to a paper 
in this number of Hosprrat Procress by Sister M. 
Denise Lefebvre on the “Opportunities of the Super- 
visor of Nursing for Assisting in the Spiritual Care 
of the Dying Patient.” 

For a number of years the desire has been ex- 
pressed in many quarters that Hosprrat Procress 
should make accessible to its readers a more or less 
complete statement of the nurse’s participation in 
the spiritual care of her patients. We offer this paper 
of Sister Denise Lefebvre as our answer to this re- 
quest. 

It is suggested that this paper might well serve 
as a text through which our nursing schools may bring 
before their students an appreciation of the many 
ways in which zeal for souls, professional idealism, 


and a desire for service may fittingly express them- 
selves in the most crucial moments of a patient's life. 
It is in this area of nursing care that the religious 
objectives as well as the educational and professional 
objectives will find a majestic and an enthralling the- 
ater for their operations. At no point in the nurse’s 
life can her services be made more important or 
valuable than when she is assisting at the deathbed 
of one whom she has seen descending into the shadows 
of the valley of death but for whom also she desires 
to have opened the glorious vision of a blissful eternity 
beyond those shadows. Our Catholic nursing schools 
will do well to prepare their nurses for this moment 
of their greatest, and their most dignified usefulness. 
—A. M. S., SJ. 


A Plea for the Tuberculous Patients in General Hospitals 


A recent article in the Bulletin of the National 
Tuberculosis Association entitled, “Plain Talk About 
Hospitals” calls attention to some very important, 
even though unwelcome truths. The neglect of some 
general hospitals to give adequate attention to tuber- 
culous patients and especially to the diagnosis of 
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unknown tuberculosis has merited frequent comments. 
It is still not unusual to hear the admission office 
tell a patient or relatives that the institution does 
not admit tuberculous patients. It is a well-known 
fact that irrespective of that hospital’s policy, it does 
admit tuberculous patients. The percentage of such 
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patients who do not enter as tuberculous patients but 
who, nevertheless, have tuberculosis has been variously 
estimated by those interested in the problem but 
surely to state that 5 per cent, on an average, of the 
patients admitted to general hospitals have tuber- 
culosis even though it is not recognized as such in 
the record forms would probably not be overstating 
the case. 

In the article to which we refer, Miss Jessamine 
S. Whitney, Statistician of the National Tuberculosis 
Association, is quoted as saying: “The formal ex- 
clusion of tuberculous cases from general hospitals 
gives rise to a rather ridiculous situation. The sana- 
toria are filled and cannot possibly take care of all 
applicants, while the general hospitals are operating 
for the most part at the present time far below 
capacity. The general hospitals, bound by their rule, 
must refuse to take patients who boast of tuber- 
culosis alone, yet welcome them with open arms if 
they can offer a broken leg or ptomaine poisoning 
as the reason for admission. Then the broken leg, or 
other condition, is carefully tended while the hospital 
regimen proceeds righteously, and ignores with com- 
plete delicacy the possibility of the presence of tuber- 
culosis.”’ 

Unfortunately the situation herein described has 
been used as a confirmatory argument against the 
admission of tuberculous patients in the general hos- 
pital. The hospital sees in such admission a danger 
to other patients, a danger to the tuberculous patients 
themselves, and a danger to the nursing and medical 
staffs. Nevertheless, the fact remains that with 
proper precautions and with a proper sense of re- 
sponsibility there exist today very few reasons against 
the admission of tuberculous patients into the general 
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hospital especially for diagnosis and the treatment 
of acute conditions. 

It is also well known that the hospitals in which, 
as a permanent or as a temporary policy, the practice 
has been in force of making routine X-ray test 
examinations have uncovered many cases of un- 
diagnosed tuberculosis. In one such study a per- 
centage as high as 2 per cent of all patients admitted 
was detected. It is clear that this practice, for 
economic reasons, can hardly become general. Never- 
theless, in institutions in which the economic factor 
is not as important as it is in others, it would un- 
doubtedly yield results of the utmost importance if 
the desirability of a complete chest study were ad- 
vised to all the patients admitted on at least the med- 
ical service. The point at issue here is the hospital’s 
attitude toward therapeutics. Does the hospital re- 
gard itself as treating a disease or does it regard it- 
self as treating a human being? In the former case, 
a hospital will take for granted that the condition 
for which the patient enters the hospital is the condi- 
tion which the hospital must assist in treating. In the 
latter case, the hospital will recognize its obligations 
not to discharge any patient unless the hospital, by 
a carefully developed diagnostic procedure, by a re- 
duction of costs to the patient for diagnosis, and by 
a careful integrative study of the patient’s history, 
is assured of the complete health status of the patient. 

We recommend the study of this question to all of 
our Catholic hospitals. We welcome furthermore a 
study of the obligations implied in admitting a pa- 
tient to our institution. A restudy of both these prob- 
lems, we surmise, will lead to a conclusion which 
should result in a policy that will afford more adequate 
protection to our patients. — A. M. S., S.J. 


A Film, a Journal, and the Birth of a Baby 


The recent interest in the film, “Birth of a Baby” 
and the controversies which have been aroused by the 
publication in Life of scenes taken from the film, have 
again focused the attention of the thoughtful on the 
objectives and standards of education in the area of 
the basic facts of human life. We have deliberately 
avoided here the use of the term which at first sug- 
gested itself; namely, “sex education.” But clearly, 
the incidents portrayed in the “Birth of a Baby” and 
in the pictures in Life do not belong to the area of in- 
terest popularly associated with “sex education.” 

With reference to the prohibitions against the show- 
ing of the film, and police action in certain cities, 
based upon the sale of the issue of Life here in ques- 
tion, many different viewpoints prevail among our 
people. Those who have favored both the showing 
and the publication do so on the basis of the im- 
portance of promoting freedom of speech and free- 


dom of the press. They emphasize the importance of 
a complete understanding of life by the adult popula- 
tion and even by adolescents. They emphasize the 
importance of tearing away unjustifiable veils between 
the young man and girl on the one hand and the 
basic facts of life on the other. They urge, further- 
more, that these facts are not to be considered as 
“obscene, indecent, or immoral” for the simple rea- 
son that they form part of the total life history of 
all of us and surely what we have lived through, so 
it was alleged, should not be a forbidden book to the 
rest of mankind. 

Those who have opposed the showing of the film 
and the publication of the pictures in a periodical on 
the other hand have emphasized no less strongly the 
social and moral value of certain of the retiscences 
and the decencies of life. They have stressed the fact 
that catering to a prurient curiosity is not necessarily 
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education. They have called attention to the fact that 
the storage of the mind with certain experiences, all 
too frequently results in a liberation of action which 
often enough is not justified by the circumstances of 
time and place and person and may contravene human 
or divine law. 

In this conflict of opinion, the basic requirements 
of the-natural law and of God’s commandments can- 
not possibly be overlooked. It is undoubtedly a Cath- 
olic position that to feed the mind with stimulants, 
to sex thoughts and to sex desires, is basically and 
fundamentally, ethically wrong and, therefore, sinful. 
To offer to the eyes scenes which, of their nature, aug- 
ment inordinate and immoral desires is also immoral 
and a sinful act. We, therefore, recognize the sinful- 
ness of an immoral thought deliberately entertained, 
of an immoral desire deliberately fostered and we can- 
not commit ourselves to the feeling that immorality 
lies only in external acts. 

The question in the present issue is, therefore, 
simply this, does this film and do these pictures cater 
to a sinful curiosity and the development of immoral 
desires? Intrinsically, it must be admitted, they need 
not do so. Anyone who has seen the care with which 
the incidents of childbirth are surrounded in a well- 
conducted and a well-regulated hospital cannot but 
be impressed with the reverence with which the 
obstetrical room is approached. To have attempted to 
give to the public some appreciation of this reverence 
might even be considered laudable under the condi- 
tions we are here discussing. 

The stimulation of immoral thoughts and desires 
through such scenes takes place, if it takes place, 
chiefly through subjective attitudes and the personal 
references of the beholder, But for that very fact 
such publication must be regarded as affording to 
many persons an approximate occasion of sin and 
those who offer this occasion cannot be excused from 
the charge of creating such unjustifiable occasions. 
There is, therefore, a very definite moral implication 
in the indiscriminate showing of such films and in the 
publication of them in our periodical literature. 

Nor is this all. The question may well be asked, 
what possible good can be effected by such publica- 
tions? The pictures of themselves are not attractive 
and, therefore, offer little if any legitimate pleasure. 
Surely they cannot be regarded as educational in any 
deep or real sense of the word because they are too 
fragmentary to give the beholder an insight into the 
total series of facts and by their necessarily frag- 
mentary presentation produce distortions in the mind 
which result in faulty and inadequate conclusions. 
Proof on this latter point can be easily found by in- 
terrogating those who have seen the film. And finally, 
there is much in the viewpoint that such publication 
offers against the refinements and the decencies of 
life. 

From a moral viewpoint, therefore, and an educa- 
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tional and a cultural one, let us hope that the con- 
troversies now raging may affect public opinion 
toward the development of a reasonable antipathy 
against exhibition, before the eyes of the public, of 
scenes and facts which, though they are part of life, 
are, nevertheless, better kept in the intimacies and 
secrecies of domestic life or of the obstetric room. — 
A. M.S., SJ. 
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Illinois 
Sister Receives Diamond Crown on Anniversary. Sister 
M. Rose Schutte of St. Francis Hospital, Peoria, received a 
diamond crown at a service celebrating her sixtieth anni: 
versary as a Sister of the Third Order of St. Francis. Mass 
was celebrated in the hospital chapel by Rev. Joseph Gerber, 
chaplain, and Rev. Marcellus McCarthy of Chicago delivered 
the festal sermon. At this occasion seven nuns observed their 
silver jubilee and nine novices were given black veils and two 
candidates were awarded novice veils. 
Louisiana 
Nun Celebrates 50-Year Service in Sanitarium. Recently, 
Sister Beatrice O’Ryan, who began her career as a nun at 
the age of 18 years, was honored at a three-day golden 
jubilee celebration for her 50 year service as a nun in T. 
E. Schumpert Memorial Sanitarium, Shreveport. Bishop D. 
F. Desmond of Alexandria attended some of the programs 
and, at high Mass celebrated for her, he presented Sister 
Beatrice with a golden crown. Each day a different group 
of fellow workers conducted a celebration for the jubilarian. 
Sister Beatrice was supervisor of Schumpert Sanitarium when 
Dr. T. E. Schumpert started the institution years ago; she 
had much to do with its founding. 
Minnesota 
Nun Condemns Selfishness in Modern Life. In an address 
at a Mothers’ and Daughters’ breakfast in the Sodality club- 
room of St. Stephen’s Church, Minneapolis, Sister Helen 
Angela of St. Joseph’s Hospital, St. Paul, declared that too 
much selfish individualism and too little social charity are 
responsible for many of the difficulties in the world today. 
“With conditions as they are in the world today, we should 
have a new realization of what religion means to us,” Sister 
said. “In Spain and Germany today people are living like the 
early Christians. If there had been great social virtue, great 
social charity in these countries, conditions might have been 
far different from what they are today.” Sister Helen Angela 
spoke on the work being done by the Catholic Worker in its 
“hospitality house” center in New York City and in the 
“Friendship Houses” in Toronto, where the true spirit of 
personalized charity is being practiced. 
New York 
Sister Celebrates Anniversary. On June 8, Sister Blandina 
of St. Mary’s Hospital, Brooklyn, celebrated her fiftieth 
anniversary of service in the hospital. A Mass of thanks- 
giving was offered in the hospital chapel by Rev. John Sharp. 
Sistet-Director Receives Degree. The degree of master 
of science has been conferred on Sister Mary Ursula, director 
of St. Mary’s Hospital School of Nursing, Brooklyn, by the 
Catholic University of America. 
Aged Sister Dies. Sister Pancratia, superior of St. An- 








200 HOSPITAL 
thony’s Hospital, Woodhaven, and a member of the Sisters 
of the Poor of St. Francis for 58 years, died in the hospital 
after a two months’ illness. She had served the office of 
provincial superior of her order in this country and also had 
been superior of St. Francis Hospital in the Bronx. In 1936 
she was appointed to St. Anthony’s Hospital. Sister Pan- 
cratia died at the age of 76 years. 
North Dakota 

Sister Resigns Post. Sister Mary Ignatia, superintendent of 
St. Alexius Hospital, Bismarck, for the past nine months, has 
had to resign her post because of ill health. She is now 
living at her mother house, the Convent of the Sisters of 
St. Benedict, at St. Joseph, Minn. 

Wisconsin 

Former Sheboygan Girl Professes Vows. Sister Romaine, 
the former Miss Elizabeth Rommelfanger of Sheboygan, 
made her solemn profession of vows in the Community of 
the Hospital Sisters of St. Francis at the mother house in 
Springfield, Ill., on June 13. She had been an employee of 
St. Nicholas Hospital in Sheboygan and entered religion in 
1935. 

Superior Visits Order’s Institutions. Sister Coletta, mother 
superior of the Sisters of the Sorrowful Mother of Milwau- 
kee, has made an official visit to a number of her order’s 
institutions in the United States. 

Hawaiian Islands 

Priest Praises Catholic Hospital. Rev. Aloysius J. Bedel, 
S.M., defended Catholic hospitals in his speech at an open-air 
ceremony marking the eleventh anniversary of the opening of 
St. Francis’ Hospital, Honolulu. Father Bedel said: “We meet 
criticism of outsiders who question our right to found and 
maintain our own hospitals by replying that we must be 
‘different’ in the treatment of our sick because Christ Him- 
self was different. He knew that the ills of the soul needed 
as much treatment as the ills of the body. And Catholic hos- 
pitals provide treatment for both.” 

The Sisters of St. Francis have been engaged in nursing 
and teaching in the territory since the time of King Kala- 
kaua, at whose request the late Father Leonore went to 
Syracuse, N. Y., and enlisted the services of the Sisters for 
work among the lepers at Kalaupapa, where Father Damien 
labored. 

District of Columbia 

Seniors Receive Diplomas. Rev. Arthur A. O'Leary, S.]J., 
president of Georgetown University, conferred diplomas on 
the 20 seniors of Georgetown University Hospital School 
of Nursing, Washington, in Gaston Hall. Sister Mary 
Euphrasia, O.S.F., superintendent of nurses, presented the 
graduates; Dr. William J. Stanton delivered the principal 
address. Special honors were given to Miss Catherine Mary 
Lang of Virginia for her development of leadership in Cath- 
olic Action in the school of nursing, and Miss Bessie Ann 
Glembocki of New York for general efficiency. 

China 

Sisters Take Over Large City Hospital. In answer to a 
special request made by the administration of Fong-Pin Hos- 
pital, Canton, the Sisters of Our Lady of the Angels have 
taken charge of the institution. It has the largest number of 
patients of any hospital in Canton and nurses the poor with- 
out charge. Persons of moderate circumstances obtain spe- 
cial rooms at very moderate rates. 


Medical Degree for Missionaries 
Three Sisters of the Society of Catholic Medical Mis- 
sionaries, Washington, D. C., received the degree of doctor 
of medicine on June 8. Sister M. Eleonore Lippitts, 


S.C.M.M., and Sister M. Leonie Tummers, S.C.M.M.. were 
graduated from George Washington University Medical 
School in Washington and Sister M. Elise Wijnen, S.C.M.M., 
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MEDICAL MIS- 
SR. M. ELISE 


THE SOCIETY OF CATHOLIC 
SIONARIES. — STANDING, LEFT TO RIGHT: 
WIJNEN, SR. M. ELEONORE LIPPITTS, SR. M. LEONIE 
TUMMERS, RECENT GRADUATES IN MEDICINE SEATED 
FOUNDRESS AND SUPERIOR GENERAL. 


SISTERS OF 


DR. ANNA DENGEL, 


completed her course at Woman’s Medical School, Philadel- 
phia, on the same day. Sister Eleonore and Sister Leonie 
will make their internship at Saint Joseph’s Hospital, Balti- 
more, while Sister Elise will go to Philadelphia General 
Hospital. 

The Society of Catholic Medical Missionaries is engaged 
in providing medical care of the people of the Orient, par- 
ticularly women and children. The missions of the com- 
munity are located in Rawalpindi, Punjab, India, where the 
Sisters staff their own hospital and do public health work 
and in Dacca, Bengal, where several members of the com- 
munity are in charge of the nursing in the Municipal Hos- 
pital and the school of nursing as well as the public health 
work. 
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FTY YEARS AGO, when 
The Electric Storage 
Battery Co. was formed, many 
business men were skeptical. 
Storage batteries, they said, were 
merely a laboratory experiment. 
But critics were promptly 
silenced by the undeniable fact 
that the electrical industry was 
eager for these batteries. Street- 
car lines were among the first 
large users, installing battery- 
operated cars on many routes. 
Today, Exides are used by 
railroads, steamship companies, 
and aircraft. They not only 
start our cars, trucks and buses, 
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“Yours is a risky venture... 
storage batteries have no future” 








but their power is used to haul 
coal and ore underground, and 
to handle materials in industrial 


plants the country over. Exides f 


operate emergency lighting 
systems in hospitals, schools, 
theatres, stores, and other build- 
ings. Telephone companies, 
utility companies, radio stations 
and motion picture studios de- 
pend on these batteries for 
vital services. 

The extent to which business 
and industry rely on Exide Bat- 
teries has made The Electric 
Storage Battery Co. the world’s 
largest manufacturer of storage 


SCOFFED AT IN 1888, 
EXIDE TODAY CELEBRATES 
FIFTY YEARS OF ACHIEVEMENT 
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batteries for every purpose. 
Such a position of leadership 
is earned and maintained only 
by unswerving allegiance to the 
highest manufacturing stand- 
ards. That is the basis on 
which Exide Batteries will con- 
tinue to go forward. 


THE ELECTRIC STORAGE BATTERY COMPANY, Philadelphia 
The World’s Largest Manufacturers of Storage Batteries for Every Purpose 
Exide Batteries of Canada, Limited, Toronto 
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COMFORTS . . 
PROTECTIONS . 


MN CW CONVENIENCES 


Good Samaritan 


PROTEKTENT Bed Canopy 


Consists of two 
arches which clamp 
(notoolsneeded) to 
the side sills of bed, 
and a grid which 
rests on the arches; 
when covered with 
bed-clothing forms 
a perfect bed - tent. 
Adjustable as to 
length and height. 
All metal, stainless, 
strong, light. No 
need to call an or- 
derly. The nurse 
can easily carry 
and affix it. 


Its uses are practically unlimited. Indispensable in cases of burns, 
gangrenes, amputations, compound fractures, skin grafts. Very 
practical as support for heat lamps, irrigators, slings; and as an 
inhalation tent. Roomy-——need not be removed during examinations 
and treatments. Amazingly inexpensive—You can afford to own 
as many as your average bed occupancy. 


PROTEKTENT 
JUNIOR 


is an across-the-bed sin- 
gle arch, adjustable as to 
width. Prevents the dis- 
comforts of tightly drawn 
covers; allows freedom of 
movement without expo- 
sure. Medical as well as 
surgical cases deserve its 
advantages. Costs no 
more than pillows. Send 
for descriptive circular. 


— 


AMERICAN 
| COLLEGE oF 
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vice for restless or 
irresponsible patients. 
A valuable aid to the 
nurse. Reduces the 
Hospital’s liability. 


steel, light but strong. 
Universal clamps al- 
low them to be at- 
tached to any bed 
frame, and any nurse 
can do it easily,—no 
tools necessary. 


Clamps are hinged and gual may be lowered, when necessary to 
attend the patient, without detaching from the bed. When raised, 
guard automatically locks in place. 

Several pairs of Side Guards ‘200” constantly available are ex- 
cellent and inexpensive liability insurance. 





“Institutional Furniture,’’ a beautifully illustrated catalog, 
gladly sent you upon request. 


THE HILL-ROM COMPANY 


MAKERS OF FINE FURNITURE 
SPECIALISTS IN PROTECTIVE AND 
COMFORT DEVICES FOR WOSPITALS 


BATESVILLE. + INDIANA 


x See 








will be 


Anecessary safety de- 


Hill-Rom Side | 
Guards are made of 
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Arizona 


Commencement Exercises Held on Lawn. Commencement 
exercises for the 17 graduates of St. Mary’s Hospital School 
of Nursing, Tucson, were held in the evening on the hospital 
lawn. The class wore white caps and gowns. 


Arkansas 


Alumnae Hold Banquet and Dance. Members of the Alum- 
nae Association of St. Vincent’s Infirmary School of Nursing, 
Little Rock, held its annual banquet and dance in the Hotel 
Marion. Members of the Arkansas State Nurses’ Association 
and their friends were invited. 

Infirmary Observes Golden Jubilee. The golden jubilee of 
the founding of St. Vincent’s Infirmary, Little Rock, was ob- 
served on May 24. Most Rev. John B. Morris, bishop of 
Little Rock Diocese, opened the day with the celebration of 
a pontifical Mass in the hospital chapel. At the Mass, His 
Excellency used the chair in which Rt. Rev. Edward Fitz- 
gerald, D.D., former bishop of the diocese, was consecrated 
in 1866. The chair is a recent gift to the Sisters of Charity 
of St. Vincent’s and it is particularly significant in that it 
was through the efforts of the late Bishop that the Sisters 
of Charity were brought to Little Rock from Nazareth, Ky., 
and given charge of St. Vincent’s Infirmary. 

After Mass ground was broken for the new maternity 
annex; His Excellency officiated. A banquet was served to 
the bishop and the visiting clergy and Sisters. 


California 
New Nursing Methods Studied. On May 26, new curricula 
for nursing education were studied by the California State 
Nurses’ Association in Santa Barbara for its annual con- 
vention. The proposed new methods of training for nurses 


| were discussed in full by the Catholic Nurses’ Society and the 


State League of Nursing Education. Rev. Augustine Hor- 
brecht, pastor of Santa Barbara Mission, told of the spiritual 
aspects of nursing in the featured address of the meeting. 


Illinois 

Six Graduate from St. Mary’s. Most Rev. Henry Althoff, 
bishop of Belleville, presented diplomas to six seniors of St. 
Mary’s Hospital School of Nursing, East St. Louis, at Mass 
celebrated in the hospital chapel on a Saturday morning. 
The Bishop also addressed the graduates. Rev. Peter Engel 
said the Mass. 

Nurses Graduate in Chapel. Rev. M. Costello, pastor of 
Sacred Heart Church, presented diplomas to 12 graduates of 
St. Elizabeth’s Hospital School of Nursing, Granite City, 
at exercises in the hospital chapel. 

Nine Seniors Take Nightingale Pledge. Nine seniors of St. 
Mary’s Hospital School of Nursing, Kankakee, became 
graduate nurses at exercises held in St. Joseph Seminary. Dr. 
Edwin Hamilton presided and awarded the diplomas. Rev. 
E. J. Cousineau of St. George’s Church, spoke on the pros- 
pects of graduates in the nursing profession and described 
the secret of success in the field as embodied in willingness 
to serve, faith and devotion to duty, cheerful disposition, 
persistence, confidence, honesty, and courage. 

Dr. C. A. Perrodin, president of the county medical society, 


(Continued on page 17A) 
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reviewed the history of nursing, showed hew broad the field 
is and how great the opportunities are for well-trained nurses 
who are willing to forego personal pleasures to administer 
to suffering and to cope with their problems. 

Seven Graduate at St. Francis. Following a high Mass 
celebrated by Rev. W. P. Burke, pastor of Visitation Church, 
in the chapel of St. Francis Hospital, Kewanee, diplomas were 
presented to seven seniors of St. Francis’ School of Nursing. 
Father Burke delivered the festal sermon and distributed the 
diplomas; Dr. T. B. Carney and the superintendent of 
nurses presented the pins. 

Sisters Plan Largest Private Hospital. The Hospital Sis- 
ters of St. Francis have announced their plans to build a 
12-story, modern, fireproof addition to take the place of 
their original St. John’s Hospital, Springfield. The institution, 
which will be the largest private hospital in the United States, 
will cost $1,250,000. The present 600-bed capacity of the 
hospital will be increased by the new addition to 700, with a 
potential capacity of 950 beds; accommodations for the 
extra 250 beds will be made possible by the use of an extra 
bed in each of the large private rooms of the new building in 
times of emergency. The new addition, itself, will contain 
380 beds, with a maximum capacity of 630 being reached by 
placing extra beds in the private rooms. 

The building will be of reinforced concrete construction, 
faced with Bedford stone and buff brick; it will be of classic 
design. It will contain 2,215,000 cubic feet of space and will 
be 169 feet from the walk to the top of the penthouse roof. 
The first floor will contain a large lobby, the serving and diet 
kitchens, a central sterilizing room, and physical-therapy de- 
partment. A special dining room also will be provided for 
persons under a physician’s care but not requiring hospitaliza- 
tion; here diabetics will be taught the essential requirements 
of their diet. The second, third, fourth, fifth, sixth, and 
seventh floors will be devoted to patients’ rooms. The 
eighth floor will be devoted to the treatment of infectious, 
but not contagious diseases. The ninth floor will be the 
“specialists’” floor, with dressing and locker rooms for 
physicians, and sterilizing and surgical dressing departments. 
The tenth floor will provide the surgical department with 
eight operating rooms. The eleventh floor will be given over 
to the laboratory and X-ray departments; the twelfth floor 
will contain two solariums, each 30 by 30 feet, and rooms for 
storage of gas and oxygen cylinders and X-ray films. 

Rev. J. L. Gatton, director of the order of Sisters, and 
Mother Magdalene, the provincial, are responsible for the 
progress that has been made in the planning and building of 
this mammoth addition. 

Seventeen Seniors Graduate. A class of 17 was graduated 
from St. Anthony’s Hospital School of Nursing, Rockford. 

Bishop Officiates at Services. Bishop James A. Griffin of 
Springfield recently officiated at Mass and the ceremonies 
of profession, investiture, and confirmation at the mother 
house and St. John’s Sanitarium of the Hospital Sisters of 
St. Francis, Springfield. Sisters Domitia, Carina, Vestina, 
Rosina, and Benedicta celebrated their golden jubilee in the 
religious life; five Sisters observed their silver jubilee. Nine 
novices made their first solemn profession of vows and 
nine young women were invested in the novitiate. 

After the profession and investiture ceremonies, the bishop 
confirmed several patients of St. John’s Sanitarium. 


Indiana 


Nurses Honored. On May 24, the members of the gradu- 
ating class of St. John’s Hospital School of Nursing, Ander- 
son, were honored by the St. John’s Nurses’ Alumnae 
Association at a dinner served at the Grandview Clubhouse. 
The speaker was Mrs. G. B. Wilder. 
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"We Students DO Appreciate 
Snowhite Tailored Uniforms!” 


--- “And why shouldn't we? The hospital's 
patients compliment us on the good looks of 
our uniforms. The laundress tells us they 
wear exceptionally well and are a pleasure 
to launder. And we students realize perfectly 
how well-fitting and comfortable they are.” 


If your students are not wearing them 
at present, consider SNOWHITE 
TAILORED UNIFORMS for your next 


class. 


Whether you prefer the traditional 
“apron and bib” ensemble or a one- 
piece uniform, we will be glad to send 
you our suggestions and quotations. 


5 Garment Mfg. Co. 


2880 North 30th Street - Milwaukee, Wisconsin 
Member, Hospital Exhibitor's Association 


TAILORED UNIFORMS 


and HOSPITAL APPAREL 





























On May 27, the graduates received their certificates of 
graduation at exercises held in St. Mary’s School auditorium. 
Rev. Edgar Cyr of Muncie delivered the commencement 
address. The class was composed of seven young women. 

Juniors Entertain Seniors. The junior class members of 
St. Vincent’s Hospital School of Nursing, Indianapolis, enter- 
tained the seniors of their school at a dinner in the Indian- 
apolis Athletic Club. Supervisors of the hospital also - were 
guests. 

School Sponsors “The Cradle Song.” “The Cradle Song,” 
famed play by Gregorio and Marita Martinez, was presented 
at St. Anthony’s Hospital, Terre Haute, on June 1 and 2 by 
the Catholic Theater Guild, sponsored by St. Anthony’s 
School of Nursing. Mr. Harry Staley was the director and 
most of the cast members were student nurses of St. 
Anthony’s. 

Set in a room off the garden of an old Spanish convent, 
“The Cradle Song” tells a tender story of the Sisters of the 
convent and the foundling baby left at the convent gate 
who grew up within its sheltered walls. The beauty of their 
love for the baby and their joy in her finding happiness in 
love, even though it meant separation from them 18 years 
later, marks the play and has made it popular on the stage 
and screen. 

To the St. Anthony’s nurses the play had a double meaning, 
for it was presented to honor the golden jubilee of Sister 
M. Rosalia, O.S.F. Special programs bound in gold were 
printed as a special tribute to her. 


Iowa 

Diplomas Presented to Seniors. Six young ladies of Mercy 
Hospital School of Nursing, Clinton, received their diplomas 
in the hospital chapel. Bishop Henry P. Rohlmann of Daven- 
port was present. Rev. Richard Egan of Davenport gave the 
principal address on the subject of “Nursing Through the 
Ages.” 

Nurses’ Apostolate Holds Meeting. On May 22, the Nurses’ 
Apostolate held a meeting in St. Joseph’s Mercy Hospital, 
Dubuque. The day opened with a Mass and sermon by Rev. 
J. R. Bowen, hospital chaplain and director of the apostolate. 





After Mass, the Sisters of Mercy served a breakfast to the 
visiting nurses and to the 18 seniors of the St. Joseph’s 
Mercy graduating class of 1938. Talks were given by Miss 
Betty Hartman, R.N., retiring president, Miss Kathryn Tully, 
R.N., retiring secretary, Rev. Urbin Churchill of Columbia 


College, and Father Pius, S.V.D., of St. Paul’s Mission 
House, Epworth. The subjects discussed included work ac- 
complished by the apostolate, the proper psychology in ap- 
proaching the sick and dying, a view of the future, and the 
Archdiocesan Centennial. The nurses voted a resolution of 
appreciation and felicitation to Archbishop Beckman of 
Dubuque and pledged a renewal and perpetuation of their 
devotion to the sick and dying as their contribution to the 
centennial. 

Besides Dubuque hospitals, the graduate nurses present 
represented Mercy Hospitals in Mason City, Sioux City, 
and Cresco; the University of Minnesota School of Nursing; 
St. Francis Hospital, La Crosse, Wis.; and St. Francis Hos- 
pital, Elgin, Ill. 

Miss Betty Cross, R.N., was elected to the office of presi- 
dent and Mrs. J. C. Kassmeyer, R.N., secretary. 

The Nurses’ Apostolate, a local project, was established 
three years ago at Mercy Hospital by graduate nurses of 
Dubuque and its vicinity with the approval and endorsement 
of Archbishop Beckman. Its purpose is to bring mental com- 
fort and encouragement to the sick and dying and to promote 
the spirit of prayer among the nurses for their patients. 

Hospital Installs Modern X-ray Equipment. Mercy Hos- 
pital, Davenport, has installed a new generator, a shock- 
proof rotating anode tube, an X-ray table, a_ balanced 
cassette changer for use in chest work, and a new cystoscopic 
table in the radiographic room. Within a few months the 
hospital will also be equipped with a new deep-therapy ma- 
chine, carrying 220,000 volts. 

Hospital Unit Celebrates Twentieth Anniversary. The 
opening event of homecoming day of the Mercy Hospital 
School of Nursing Alumnae Association, Mason City, was the 
celebration of the first solemn high Mass in the hospital 
chapel. Rt. Rev. Msgr. P. S. O’Connor was the celebrant; 


(Continued on page 20A) 
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New Editions of 


MACMILLAN NURSING TEXTS 
Ready for Fall Classes 


PEDIATRIC NURSING NUTRITION AND DIET THEBAPY A TEXTBOOK OF NURSING PRACTICE 


Boston 





3rd Edition 
R.N., M.A., Eliza- 


and Bessie Cutler, 


By Corinne Bancroft, 
beth Pierce, R.N. 
R.N. 

In this new edition the authors clarify, 

in terms of present-day needs, the posi- 

in the 
motor, 


and functions of the nurse 
eare of children. The 
mental, emotional and social phases of 
have been enlarged upon, 


tion 
physical, 


development 
and more closely related, to portray the 
child as a growing, developing individ- 
ual. The section on the 
child, including the principles 


trition, has been enlarged and developed 


eare of the 
of nu- 


to make it more useful as a guide in the 
care of the well child and as a basis for 
hygienic care in the sick. Certain chap- 
ters of the section on Diseases of Infancy 
and Childhood have been rewritten and 
the content has been revised, enlarged 
and enriched in the light of recent ad- 
vances in medicine, and with a clearer 
understanding of the information needed 
by the nurse in practice. Ready in 
August. Probable Price $3.00 


A TEXTBOOK OF PATHOLOGY 
For Use in Schools of Nursing 
2nd Edition 

By Armin V. St. George, M.D. 


Anyone who believes that pathology is 
not a living subject need but compare 
the present with the previous edition of 
this beok to learn what tremendous 
changes medicine has undergone in the 
short space of ten years. A complete 
revision of the text has 
made, and much new material has been 
added. A view of the 
major pathologic processes is presented 
for the nurse, in simple form, in order 
to help her understand the principal 
disease, the nature of 


original been 


comprehensive 


causes of some 
of the commoner disease processes, and 
the importance of the various diagnostic 
measures, particularly in their relation- 
nursing. The 


accomplishments are 


scientific 
here re- 


ship to latest 
medical 
corded so that the reader or student may 
receive a general background not only of 
the science of pathology but of disease 
as a whole. Ready in August. Probable 


Price, $1.75 


A Textbook of Dietetics 
7th Edition 
By Fairfax T. Proudfit 


In this seventh edition of a standard 


text, the material has been reorganized 


and rewritten to follow closely the cur- 
riculum of the National League of Nurs- 
ing Education. Advances in nutrition 
have been so great and so rapid in the 
last few years that Miss Proudfit has had 


to practice every caution in selecting her 


material from the new and available 
data. In the section on normal nutri- 
tion the laboratory work has been ar- 


ranged in separate lessons with suggested 
field work, projects, and so forth. Illus- 
trations have been added and the lessons 
have been made as definite and graphic 
as possible. At the same time, every effort 
has been made to stimulate the student 
to do individual thinking. 
August. Probable Price $3.00 


Ready in 


A TEXTBOOK OF MICROBIOLOGY 
2nd Edition 

By Kenneth L. Burdon, Se.M., Ph.D. 
This is the new and completely revised 
edition of Burdon’s splendid & widely- 
used Textbook of Bacteriology. The book 
has heen enlarged and rearranged, and 
conforms to the requirements of the 


new curriculum. References at the end 
of each chapter have been added. A more 


complete presentation of the fungi, pro- 











tozea and some of the filterable viruses 
has been made in this new edition, and 
there is also a helpful new appendix, 
“Suggestions for Teaching.” Probable 
Price, $3.00 
Just Published 
THE HOSPITAL HEAD NURSE 


Her Functions and Her Preparation 
By Mary Marvin Wayland, R.N., A.M. 
Edited by Isabel M. Stewart, 
R.N., A.M., $2.50 











2nd Edition 


By Hester K. Frederick, 
Northam, R.N. 


R.N. and Ethel 


This new edition of an already well- 
known text on the general nursing care 


of patients will prove indispensable not 


only to teachers and students of the 
Nursing Arts, because the text is in 
harmony with the aims and purposes of 


the course as suggested in the Curriculum 


Guide, but also to graduates engaged in 


private duty, public health and other 
branches of nursing. The text, which 
has been enlarged and completely revised 


by Miss Frederick in collaboration with 
Ethel Northam, also of the Johns Hop- 
kins Hospital School of Nursing, covers 
the fundamental nursing care and treat- 
ments concerned in medical and surgical 
nursing, and includes the treatments of 
the eye, ear, nose and throat. Ready in 
July. Probable Price, $3.00 


TEXTBOOK OF ANATOMY AND 
PHYSIOLOGY 


10th Edition 


By Diana C. Kimber, Carolyn E. Gray, 
A.M., R.N. and Caroline E. Stackpole, 


A.M. 


of presentation, a wealth of 


material, and a clear differ- 


Simplicity 
illustrative 
between anatomy and physiol- 
this 
splendid and well-known text. Describing 
the phenomena of life and the 
cipal which have 
reached as to their interdependence and 
this 
terial outlined in the course in anatomy 
pub- 


entiation 


ogy distinguish new edition of a 


prin- 


conclusions been 


ause, book also includes the ma- 





and physiology in the curriculum 
lished by the National League of Nursing 
Education. New material has been added 
on the 
the chapters on the nervous system and 
the kidney 


The most recent concepts and trends in 


physiology of the muscle, and 


have been entirely rewritten. 


the teaching of physiology are reflected 


throughout. Ready in July. Probable 


Price 83.00. 


THE MACMILLAN COMPANY, Publishers 


60 Fifth Avenue 


Chicago 


San Fancisco 


New York 


Dallas Atlanta 
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INVESTMENT. 


21-09 Borden Avenue, 








A SURGEON'S INVESTMENT 


When a surgeon reaches earning power he has made quite an investment in time and money. 
This investment is made in search for greater skill and higher efficiency. 

Instruments bought on price have no place in this investment. 

The surgeon can have the finest instruments, but he will get no better than he demands. 

The slight additional cost for Kny-Scheerer instruments is fully justified in the service. 

SPECIFY AND INSIST ON THE MAKE OF INSTRUMENTS THAT SUPPORT YOUR 


Our DeLuxe catalog is the standard reference book. Ask your dealer for a copy. 


KNY-SCHEERER CORPORATION 


(THE QUALITY HOUSE) 


Long Island City, N. Y. 








(Continued from page 18A) 

Rev. E. J. Supple preached the sermon. Open house was 
held from 2 to 4 o’clock in the afternoon. In the evening a 
banquet and program took place at the Mason City Country 
Club. 


Kansas 

Class of Four Graduates. The four seniors of St. Francis 
Hospital School of Nursing, Topeka, went to St. Marys 
College, Leavenworth, to receive their diplomas. 

Juniors Entertain Fellow Pupils. The second-year student 
nurses of Wichita Hospital School of Nursing in Wichita 
entertained the seniors and freshmen at an annual banquet 
in the nurses’ dining room. 

Joint Graduation Exercises Held. Graduation exercises for 
the senior students of Wichita Hospital Schooi of Nursing 
and St. Francis Hospital School of Nursing, Wichita, were 
held jointly in St. Mary’s Cathedral on a Sunday evening. 


Maryland 

Joint Commencement Exercises. Sixty-seven graduate 
nurses of St. Agnes’, St. Joseph’s, and Mercy Hospitals 
schools of nursing in Baltimore received diplomas at joint 
commencement exercises held at the Lyric. Bishop McNamara 
of Baltimore presided and conferred the diplomas. Dr. Eugene 
H. Hayward, a member of the major staff of St. Joseph’s 
Hospital, delivered the commencement address. 


Michigan 
Sisters of Mercy Start New Hospital. A new six-story 
hospital is being constructed by the Sisters of Mercy in 
Detroit. The institution, which will be the twelfth under the 
care of this order in Michigan, will accommodate 250 pa- 
tients. It will be called Mt. Carmel Mercy Hospital. 


Minnesota 

Hospital Group Sponsors Benefit Bridge. The annual 
spring benefit bridge of the Catholic Women’s Hospital Asso- 
ciation was held recently in the auditorium of Incarnation 
Church, Minneapolis. The proceeds will be used for continu- 
ance of the organization’s work at Glen Lake Sanatorium, 
Minneapolis, a public institution. 

Five-hundred calls were made on patients this year by 
the organization’s social-welfare chairman, articles of cloth- 
ing were distributed to the needy, and patients who had 
been released from the hospital were assisted in securing 
employment; at Easter 450 packages of homemade cookies 
and other gifts were given to the hospital residents. The 
Catholic Women’s Hospital Association represents all Catholic 
parishes of the city of Minneapolis and has been active for 
five years. 

Nurses and Intern Have Orchestra. Twenty-two student 
nurses and a woman intern of St. Joseph’s Hospital, St. 
Paul, play in an orchestra which is managed by Sister Mary 
Rita, a staff member, and directed by Sister Davida of the 
College of St. Catherine. The orchestra was organized three 
years ago. 

Graduate Nurses’ Institute Convenes. Sixty-two graduate 
nurses attended the recent Graduate Nurses’ Institute held in 
St. Francis Hospital, Breckenridge. Miss Ann Filmore of the 
Nursing Headquarters, New York City, spoke on “Organiza- 
tion Work of the Nurses”; Miss Lila Halverson of the State 
Board of Nurse Examiners, explained the requirements of 
nursing schools and the state legislature for nurses. Senator 
Stiening, Moorhead, spoke on “How Nursing Laws Can Be 
Introduced.” Dr. J. H. Hoskins, chief of staff at St. Francis.’ 
also addressed the gathering. Miss Madell Motsiff of Wadena. 


(Concluded on page 22A) 
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--- Sealex Linoleum 










Columbus Hospital, Newark, N. J., prescribes Sealex Linoleum. 
In the patient's room, an attractive Sealex Floor in one of the 
popular Veltex patterns. A rich Sealex Veltone Floor was 
selected for the visitor’s room. Note how it has been enhanced 
with Sealex Insets — ready-cut and inexpensive. 




















| ype unsightly, worn-out and noisy floors— And this ideal hospital floor actually saves you money! 
and prevent costly floor maintenance, too—with Moderate in first cost, Sealex wears for years —never 


Sealex Linoleum! costs one cent for scraping, painting or varnishing! 
The perfectly smooth, sanitary surface of Sealex Installed by authorized contractors, Sealex Lino- 

Linoleum has no cracks or indentations to harbor __leum carries a guaranty bond covering its full value. 

dirt—is easy to keep clean. Resilient, a Sealex Floor Write for details now! 

is amazingly foot-easy and reduces footstep clatter! CONGOLEUM-NAIRN INC., KEARNY, N. J. 


SEALEX LINOLEUM 


TRADEMARK REGISTERED 


.¢ anil Walls 
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Insomnia and nervousness need not accompany 
symptomatic treatment of Hay Fever and Asthma 


Undesirable side-effects of insomnia, nervous- 
ness and excitation frequently follow the ad- 
ministration of ephedrine to hay fever and 
asthmatic patients. With the administration of Propa- 
drine Hydrochloride, allergists report that these toxic 
effects are less frequent and that the 
simultaneous administration of sed- 







atives is usually obviated. 


, PROPADRiN: 
a YOROCHORIDE | 








(Concluded from page 20A) 


district president of the Graduate Nurses’ Association, pre- 
sided. A banquet was served to the graduate nurses and the 
guests in St. Francis’ auditorium. 


Missouri 
St. Anthony’s Begins Addition. A new two-story building 
with a basement is being constructed by St. Anthony’s Hos- 
pital, St. Louis. It will contain the laundry, boiler room, and 
service division. The building will be made of brick and 
concrete and will cost $115,000. The hospital is in care of 
the Franciscan Sisters. 


AN INTERESTING MERGER IN PLACEMENT 
WORK 

Public health nurses especially, and their employers, will 
be interested in the announcement that on July 1, 1938, the 
public health nursing division of Joint Vocational Service, 
New York, will be transferred to Nurse Placement Service, 
8 South Michigan Avenue, Chicago. Thus the National 
Organization for Public Health Nursing assumes sponsorship 
for this part of the placement work of an organization estab- 
lished in 1931 by the Midwestern Division of the American 
Nurses Association. 

On the date of the merger, Miss Elizabeth J. Mackenzie 
R.N., Associate Director, Henry Street Settlement Visiting 
Nurse Service. New York. will take un her duties as Assist- 
ant in the development of public health nursing vocational 
work as a member of the staff of Nurse Placement Service. 
Miss Anna L. Tittmari, R.N., succeeded Miss Adda Eldredge 
as Executive Director of NPS on January first, last. 

It is anticipated that the new development will shortly 
expand to the proportions of the extensive hospital place- 


These advantages, in addition to the prompt control 
of the distressing symptoms, recommend the use of 
Propadrine Hydrochloride in treating hay fever and 
asthmatic patients. 

Propadrine Hydrochloride, S & D (phenyl-propanol- 
amine hydrochloride) is a bronchodilator and local 
vasoconstrictor, suitable for oral and topical admin- 
istration. It is supplied in these convenient dosage 


forms in prescription packages with detachable labels: 


CAPSULES: 34 grain—bottles of 25 and 500 
SOLUTION: 
NASAL JELLY: In %-ounce tubes containing 0.66% 


1%—1-ounce bottles 


Propadrine Hydrochloride 





3 “For the Conservation of Life” 


SHARP & DOHME 


Pharmaceuticals - Mulford Biologicals 


PHILADELPHIA BALTIMORE 


ment activity in which Nurse Placement Service enjoys an 
enviable reputation. 


Two Useful References 

The American Medical Association, 535 N. Dearborn St., 
Chicago, IIl., has just issued new editions of two well-known 
useful reference books: 

New and Nonofficial Remedies, 1938 (Cloth, 592 pp. $1.50) 
describes the articles which stand accepted by the Council 
on Pharmacy and Chemistry of the American Medical Asso- 
ciation on January 1, 1938. A bibliographical index to pro- 
prietary and unofficial articles not included in N.N.R. throws 
light on the reasons why some products are not accepted. 

Annual Reprint of the Reports of the Council on Phar- 
macy and Chemistry of the American Medical Association 
for 1937, with the comments that have appeared in the 
Journal (Cloth, 201 pp. $1) give full reasons for the Coun- 
cil’s rejections of various preparations. 


Civil Service Announcement 

The Civil Service Commission has announced examinations 
for the following nursing positions: 

Public Health Nurse, $2,000 a year. 

Graduate Nurse (general staff duty), $1,800 a year. 

Nurse Technician (bacteriology and roentgenology com- 
bined), $1,800 a year. 

A copy of the announcement stating the requirements may 
be obtained from the Secretary, Board of United States 
Civil Service Examiners at first- or second-class post offices 
or from the United States Civil Service Commission, Wash- 
ington, D. C. 

Applications must be on file at Washington by July 18. 
(From far western states, July 21; from Alaska, November 
7 to January 9.) 
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DEXTROSE AND SALINE SOLUTIONS IN VACOLITERS 





Are they on your storeroom shelves? 


They should be! 


Row on row, in thousands of America's 
hospitals stand these Vacoliters, keep- 
ing their contents of Baxter's Dextrose 
and Saline Solutions fresh, pure, sterile 

. . until a patient needs them. Baxter's 
Intravenous Solutions in Vacoliters have 
made this storage possible . . . because 
in Vacoliters, Baxter's Dextrose and 
Saline Solutions stay laboratory pure. 

Enjoy the convenience Vacoliters give 
you. Enjoy the advantage of instant 
readiness. Enjoy the ease and swiftness of 


The fine product of 
BAXTER LABORATORIES 


COLLEGE POINT, N. Y. 
TORONTO, CANADA 


Produced and Distributed on the Pacific Coast by 
Don Baxter, Inc., Glendale, Cal. 


GLENVIEW, ILL. 


Distributed East of the Rockies by 


CHICAGO 


setting up Vacoliters for administration. 
Use Baxter's Solutions and you will 
soon find intravenous routine free from 
confusion . . . smooth in operation. . . 
completely satisfying. We find that nurses 
and doctors alike appreciate the sim- 
plicity of intravenous routine in hos- 
pitals where Baxter's Solutions are used. 
That is why many hospitals use Baxter's 
Intravenous Solutions in Vacoliters day 
in and day out. They have found them 
sterile, pure and economical to use. 


GLENDALE, CAL. 
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Day’s Curtain Screening 
Equipment gives you, in 
effect, EX TRA rooms— 
makes every bed a private 
room on a moment’s no- 
tice. This sturdy chrome- 
plated equipment, operat- 
ing on the patented Day 
principle of free-running 
curtain adjustment, pro- 
vides facilities for rapidly 
converting an open ward 
into a compact series of 
private rooms. Better hos- 
pitals everywhere are including Day’s Equipment in their 
modernization plans. 

Patients like Day’s Screening, and they'll gladly accept 
an extra charge for beds in wards or semi-private rooms 
where this privacy avails. Doctors and nurses, too, are 
benefited. Their efficiency is increased when time-wast- 
ing screen handling is eliminated. 

Check your own advantages obtainable through a Day’s 
Curtain Screening Equipment installation. 

For free cost estimates, send rough plan, indicating di- 
mensions, windows, doors, and preferred bed positions. 


H. L. JUDD COMPANY 





INCORPORATED <x 
HOSPITAL DIVISION ( 
87 Chambers St. New York ° 

BRANCHES: 


BOSTON, MASS. 
76 Essex St. 


CHICAGO, ILL. 
320 W. Washington St. 


DETROIT, MICH. 


449 E. Jefferson Ave. 726 E. Washington Blvd. 
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A !NEW; GUIDE FOR MODERN HOSPITALS 


* “Modern Clothing for Hospital and Nurse,” 
a striking new catalogue, has just been com- 
pleted by Marvin-Neitzel Corporation. Fully 
illustrated, it lists new ideas and new refine- 
ments in “everything from cloth for the 
hospital and school of nursing.” WRITE 
FOR ONE TODAY ... it will be gladly 
sent without obligation. 


MARVIN -NEITZEL Corporation 
Everything from Cloth for the Hospital and School of Nursing 
TROY Since 1895 NEW YORK 








MODERN HOSPITAL BEDS 
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No. E-366 
Inland Hospital Bed 


Inland gatch beds offer you a combination of proven 
features resulting in effortless operation, long life, max- 
imum comfort, utmost convenience, freedom from me- 
chanical worries and lasting good appearance. You’ll 
find the cost surprisingly low. Many styles for your se- 
lection. Write for catalog “E” giving you full details 
of these beds, and showing our cumplete line of beds, 
mattresses, pillows, metal furniture, safety sides, cribs 
and bassinets, with prices. 








LOS ANGELES, CALIF. | 


INLAND BED COMPANY 


MANUFACTURERS 
SO. MICHIGAN AVE. « CHICAGO, ILLINOIS 
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NEW HOSPITAL PRODUCTS 
New Unit Air Conditioner 

A new type of air conditioner, well suited to installation in 
individual hospital rooms, was placed on the market this | 
spring by General Motors’ Delco-Frigidaire Conditioning | 
Division, Dayton, Ohio. A new control prevents over cooling 
and a new air-direction selector permits control of air move- 
ments. The apparatus thus may be turned to the personal 
comfort of the patient. 
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DELCO-FRIGIDAIRE AIR 
CONDITIONER 


NEW 


The new unit is especially helpful to sufferers from hay 
fever, since it filters as well as cools the air. The price is 
$399.50 installed. 


Ironer for Blanket Bindings 


One of the most interesting gadgets on the market is the 
“Carol Iron” for blanket bindings just put on the market 
by the United States Hoffman Machinery Corporation, New 
York City. 





THE “CAROL IRON” FOR BLANKET BINDINGS 

Blanket bindings were left unironed because ordinary hand | 
ironing was too expensive, until a progressive laundry owner | 
invented the Carol Ironer. This new low-cost, hand ironer | 
finishes two edges (four surfaces) of a binding at one 
operation. 


(Continued on page 26A) 


No matter what kind of sup- 
_ plies your hospital may need, 

other than food and drugs, our 
_16 complete departments are 


ready to meet your urgent call. 


WILL ROSS, incorporates 


Wholesale Distributors and Manufacturers of Hospital Supplies 
3100 W. CENTER ST. MILWAUKEE, WIS. 
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FOR SERVING SOUPS, 
FRUIT COCKTAIL, 
ORANGE JUICE, HALF 
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THE GORHAM COMPANY 
HOSPITAL DIVISION 


Chicago 
10 S. Wabash Ave. 


San Francisco 
972 Mission St. 


New York 
6 West 48th St. 








. i 3r oe 
Removable Tops 
on dressers 
bedside tables 
and desks 





ONE OF MANY DECIDEDLY WORTH- 
WHILE FEATURES FOUND ONLY 


{n 


JAMES L. ANGLE CO. 
INSTITUTIONAL 
WOOD FURNITURE 

Sie 


Special fixtures make removal of 
damaged top an easy task. Re- 
placement of top to match, costs 
less than composition top. Get 
the facts on the complete line. 


JAMES L. ANGLE COMPANY-LUDINGTON, MICH. 





A 


QUALITY 
Teall 





Layouts and Quotations 
furnished without obligation 
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NEW HOSPITAL PRODUCTS 


(Continued from page 25A) 


Tribute to a Noble Character 


A beautiful booklet outlining the life and work of Mr. 
Herbert L. Johnston, late president of the Hobart Manu- 
facturing Company, Troy, Ohio, recently came to our office. 

Mr. Johnston, the son of a well-known Presbyterian min- 

| ister, was born in Indiana in 1869 and was only ten years 
old when his father died. Even as a boy he helped his mother 
in supporting the family of six children. While in college he 
won honors in scholastic attainments and athletics. In 1892 
he received the degree of bachelor of science in electrical 
engineering. He was immediately employed by the General 
Electric Company and was soon in charge of important proj- 
ects in which his inventive genius served him well. 

In 1897 he was one of the incorporators of the Hobart 
Electric Manufacturing Company. He became president of 
this company in 1929. The success of the Hobart Company 
in the production of kitchen and store machinery — coffee 
mills, potato peelers, computing scales, etc.—has been 
largely due to the patents and the methods of manufacture 
worked out by Herbert L. Johnston. 


Castex Rigid Bandage 

A remarkable new invention recently made available to 
physicians, surgeons, and hospitals is the Castex bandage, 
which will supersede plaster casts. 

Castex is from two thirds to five sixths lighter than plas- 
ter casts; it has greater resistance to crushing and cracking; 
it is thoroughly waterproof; and it is pervious to X-rays. 

The Castex bandage is made by soaking a muslin bandage 
in synthetic resin in a plastic state. This bandage is her- 
metically sealed in a metal container. Thus the cast is 
put in place while plastic. 

Castex is now being demonstrated by salesmen for the 
Lewis Manufacturing Company, Walpole, Mass. 





No. 4082 
TWO ITEMS OF ASEPTICROME STAINLESS STEEL AND 
CHROMIUM-PLATE FURNITURE 


No. 4080 


Asepticrome Furniture 

F. O. Schoedinger of Columbus, Ohio, has a new line of 
hospital furniture that certainly will interest the hospital 
buyer. Asepticrome furniture is made of stainless steel and 
chromium plate. Frames are of continuous tubular steel, 
without angled corners. 

The line includes wheel stretchers, solution stands, cir- 
' cular instrument tables, stools, racks, etc., and even elec- 
trically heated bassinettes. 


(Continued on page 28A) 
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EICHENLAUBS 


FOR BETTER FURNITURE 





No. 1005 Bed 
3/0 & 3/6 





WOOD HOSPITAL 
FURNITURE 


More today than ever the demand for Wood 
Furniture in the modern hospital is rapidly 
increasing! In answer to this demand we 
have manufactured a suite which far excells 
the expectancy of a patient for the home-like 
atmosphere which heretofore has been lacking 
in most institutions. 


In addition to the beautiful and graceful 
lines incorporated in this fine creation — 
strength and durabilty has been added by the 
masterful construction — care has been taken 
to insure against any damage to the furniture 
by alcohol, acids or germicides, and a pro- 
tective finish is used on all pieces. 


Today it is possible to furnish a room com- 
plete with dresser, gatch bed, bed side stand 
with side arm attached, straight chair, easy 
chair and ottoman and the solid single panel 
screen at the modest sum of $154.75, de- 
livered. 


Upon request we will furnish our catalog 
featuring our complete line of Deluxe Private 
Room Groups. 


SERVICE 


Your telephone is the closest representa- 
tive. Lift the receiver and tell the operator to 
connect you with Eichenlaubs, Pittsburgh, 
Pa. — collect. 


The Eichenlaub line of Hospital Furniture 
is complete and we can provide every Hos- 
pital Fenian requirement. Our years of 
experience in this work insures efficient satis- 
factory and prompt service. 


EF ICHENLAUB 


FOR BETTER FURNITURE 


Factory 
Jamestown, N.Y. 


Main Office & Show Room 
Pittsburgh, Pa. 
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e All hospitals know the importance 
of patient comfort 

e So wise hospitals are buying Ken- 
wood Blankets 


e Because Kenwood Blankets do pro- 
vide greater patient comfort 





Kenwood Blankets are satisfying thousands of 
users all over the country. If you are not already 
acquainted with the Kenwood Blankets made 
specially for hospital use, send in this coupon. 


KENWOOD) 


cn 





BLANKETS 





enn neenn-------- Proper 
KENWOOD MILLS, Contract Department, 
ALBANY, NEW YORK. 

Please send us information about the Kenwood Blankets 
made especially for hospital use. 
BOSPITAL_._....__. aimaeinasianiaie me 
ADDRESS___ sabermatnmaiganiniiiiann 
a es 


ATTENTION OF:_________ . - coeetinas eames 
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NEW HOSPITAL PRODUCTS 


(Continued from page 26A) 


Exide Jubilee 


The Electric Storage Battery Company, manufacturer of 
Exide batteries began this month [June] the observation of 
its golden anniversary year. This largest manufacturer of 
storage batteries in the world began in a very small way in 
June, 1888, at Gloucester, N. J. 

Exide batteries are well known to hospital people. They 
are widely used in emergency lighting plants and, in fact, 
in almost every field where electricity is used. 


Instrument and Anatomy Catalogs 
Clay-Adams Co., Inc., 25 East 26th Street, New York City, 
has two new illustrated catalogs of real interest to hospital 
authorities and physicians. The catalogs are: No. 100, Sur- 
gical and Laboratory Instruments and Supplies; and No. 150, 
Human Anatomy — Models, Charts, Skeletons, etc., and Op- 
tical Instruments, Prepared Slides, Display Cabinets, etc. 


Material for Palm Printing 

The increasing interest in the palm-print method of infant 
identification has lead to the development of an outfit to 
be used for making the prints. The new outfit is a product 
of Physicians’ Record Company. 

In preparing a special record card for palm prints the 
classification formula of Dr. Gilbert P. Pond has been 
provided for. Dr. Pond’s articles describing his research in 
the subject have appeared in hospital and medical journals. 
Infant palm printing has been demonstrated as a method 
which provides positive identification which may be relied 
upon not only in infancy but throughout the life of the 
individual. 

The outfit for taking palm prints includes the following 
supplies and equipment: Card plate of stainless steel for 
holding the record for printing; ink plate of stainless steel 





THE DR. POND PALM PRINTING OUTFIT. 
DEVELOPED BY THE PHYSICIANS’ 
RECORD CO. 


for inking infant’s palm; identification ink; ink roller; record 
cards for male and female infants; bottles for the three 
cleansing fluids; magnifying glass for examining prints; tray 
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with compartments for infant and for the supplies used in 
printing; steel cart onto which the tray fits, equipped with 
casters so that it may be moved to the delivery rooms. 

A manual is being prepared which will describe the tech- 
nique of palm printing and which will present the palm- 
print classification for filing. 

Complete information is available from the Physicians’ 
Record Co., 161 W. Harrison St., Chicago, IIl. 


New Aluminum Catalog 

Aluminum Cooking Utensil Company, New Kensington, 
Pa., and Oakland, Calif., has issued Catalog 66 which will 
interest hospital administrators, dietitians, cooks, and nurses. 

The booklet, 8% by 11 inches, filing size, is bound with 
wire rings to open flat. It pictures and describes heavy-duty 
and light cooking utensils of all sorts, pitchers, table ware, 
bedside equipment, etc. 
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ACTIVITIES 


New York 

Bishop Blesses Emergency Hospital Wing. Recently, Most 
Rev. John A. Duffy, D.D., bishop of Buffalo, blessed the new 
addition to the Emergency Hospital of the Sisters of Charity, 
Buffalo. Very Rev. Joseph M. Noonan, C.M., president of 
Niagara University, delivered the discourse. 

The addition is a modern fireproof structure, 46 feet wide 
and 93 feet long; it is five stories high. The basement con- 
tains the sterilization rooms; the first floor, the reception 
rooms and hospital offices; the second floor, the operating 
rooms; the third and fourth floors, private rooms for pa- 
tients; the fifth floor has been reserved for the Sisters in 
charge. 

One of the most attractive features of the new building 
is the chapel, which extends over the third and fourth floors. 
Balconies have been provided in the nave so that patients 
can attend Mass and services without leaving their wheel 
chairs. 

Associated Hospital Service Report. A report of the Asso- 
ciated Hospital Service (three-cents-a-day plan) of St. 
Mary’s Hospital, Brooklyn, from January, 1938, to May 
inclusive is as follows: 159 patients were admitted and re- 
ceived 1,801 days’ treatment. The sum of $8,983.87 was paid 
by the service; $2,056.80 was paid by patients for extra 
services. 


Nebraska 

Doctor Gives Commencement Address. Dr. Henry Blum 
addressed the 16 seniors of St. Elizabeth Hospital School of 
Nursing, Lincoln, at their graduation exercises held in the 
auditorium of the nurses’ home. 

The St. Elizabeth’s Alumnae Association honored the 
graduates at a banquet served in the Lincoln Hotel. An ad- 
dress on Florence Nightingale, given by Miss Blanche Brabec, 
and a program followed. 


North Dakota 


Seniors Graduate. Eighteen seniors graduated from St. 
Alexius Hospital School of Nursing, Bismarck. 

Bishop Presents Diplomas. Most Rev. Aloisius J. Muench, 
bishop of Fargo, presented diplomas to 13 graduates of St. 
John’s Hospital School of Nursing, Fargo, in St. Anthony’s 


(Concluded on page 31A) 
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A MOUSE UNDER THE BED OR 
MOUSE-CRAY SHEETS ON THE 
BED GIVE MEA CAT-FIT. 
THANK GOODNESS WE USE 
UTICA SHEETS .... THEY NEVER 
TURN MOUSE-CRAY 


There are good reasons why UTICA sheets stay whiter 
and wear longer. They are made from a longer fibre cot- 
ton and bleached by modern scientific methods. Another 
sheet that reduces replacement costs is the MOHAWK 
brand—also made from a longer fibre cotton—but 
Contain 
four more threads to the inch than ordinary sheets in 
Utica and Mohawk Cotton Mills, Inc., 
Utica, N. Y. Selling Agents: Taylor, Clapp & Beall, 55 
Worth St., New York City. P.S. Have you seen UTICA 


slightly lighter in weight and lower in price. 


their price class. 
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KRINKLE SPREADS? Smart. Inexpensive. Samples 


free. 








“That Enduring Quality ” 


THORNER SILVER 





In the leading hospitals of today, you will find Thorner | 
Silver. For dependability, perpetual economy and pleasing | 


appearance, Thorner Silver has no equal, users will tell 
you. It means much to the hospital to serve food with 
Silver that looks well and which will give many years of 
Satisfactory service at a low cost of replacements. 





Thorner Brothers service means thousands of items lied by one C y— equip- 
ment—instru ts—hospital and surgical lies. Their understanding of the needs of 


hospitals can serve your hospital well and at reasonable prices. 


THORNER BROTHERS 
135 FIFTH AVE. 











NEW YORK CITY | 


Offering Safe Ligation 
in Nephrectomy 


The YOUNG 
PEDICLE CLAMP 


Designed by Hugh H. Young, M.D., 
F. A. C. S., Baltimore 


To prevent the escape of one or more 
vessels when the renal pedicle is divided, 
Dr. Young devised this clamp. The oblique 
edge on each side of the clamp forces 
up.a mass of tissue between the clamps, 
forming a ridge. The ligatures sink into 
the grooves and ere prevented from slip- 
ping off by the shoulder or hump of tissue. 
Two or more clamps are required for the 
operation. The author's technic is supplied 
with each set. 
JE5082—Young Pedicle Clamp, Chrome, 


each $ 7.50 
JE5083—Same, Stainless Steel 12.00 


ar "an 
SFE 





At Left—Ridges of tissue 
formed by beveled clamps pre- 
vent ligatures slipping 





SHARP & SMITH 


A. S. ALOE CO. 


ST.LOUIS, 
MISSOURI 


1813-23 


OLIVE ST. 
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FLOORS THAT ENDURE 











Reduce noise and maintenance cost by in- 
stalling permanent floors of Tile-Tex asphalt 
tile and Wright rubber tile. Installed by 


experienced and skilled mechanics. 


Write for free literature and information. 


CORNING-DONOHUE, INC. 


204 Frontier Building - - - St. Paul, Minnesota 























Use SIGHT SAVING SHADES 


in your hospital 


ON’T be satisfied with any kind ef light that 

happens te come in the window. Much ef 
it enly causes glare, which results in eyestrain 
fer the patient and creates a nervous, tired 
condition that is not at all conducive te speedy 
recovery. Dra Adjustable Window Shades 
eliminate all this. With them all glare can be 
dene away with. Only the necessary and restful 
tep light is utilized. May we discuss this feature 
with you further? Ne ebligation. 








Fer plete informati. write 
Luther O. Draper Shade Co. 
(Patented) Spiceland Indiana 

















STUDENTS UNIFORMS 
by BRUCK’S 


More than three hundred Directors of 
Nursing Schools find BRUCK’S SERVICE 
indispensable. 

Years of study and strict devotion to the 
uniform problems of Nursing Schools are 
your assurance of absolute satisfaction. 


Let us demonstrate the completeness and 
economy of this service. 





Your request will receive immediate at- 
tention. 


BRUCK’S NURSES OUTFITTING CO., Inc. 
17 North State Street, Chicago, Ill. 387 Fourth Ave., New York, N. Y. 
Member Hospital Exhibitors’ Association 
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ALL PRICES e ALL STYLES 


CAPES 


* 
STANDARD APPAREL COMPANY 


Makers of Nurses Capes Exclusively 


5604 Cedar Avenue Cleveland, Ohio 
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Classified Wants 


POSITIONS OPEN _ 
The Medical Bureau is organized to assist physicians, dentists, gradu- 
ate nurses, hospital executives, laboratory technicians and dietitians in 
securing positions: application on request. The Medical Bureau (M. 
Rurneice Larson, Director), 3800 Pittsfield Building, Chicago. 


Anesthetist: New Catholic hospital, North. Excellent opportunity 
for experienced anesthetist. Aznoe’s Central Registry for Nurses, 
30 North Michigan Avenue, Chicago. ane 

Dietitian: Qualitied special diets and teaching; 100-bed Southern 
Catholic hospital, 40 students. Salary commensurate with ability. 
Aznoe’s Central Registry for Nurses, 30 North Michigan Avenue, 
Chicago. 


Instructors: (a) Degree and Catholic preferred; 85-bed general 
hospital, September appointment. West. Start $110, maintenance; 
increases shortly thereafter. (b) Ward teacher and assistant 
classroom teacher; 60-bed Middlewestern general hospital; Cath- 
olic preferred; salary open. Aznoe’s Central Registry for Nurses, 
30 North Michigan Avenue, Chicago. 

Instructress — Catholic hospital training, degree required, experi- 
enced, $90, maintenance, central. Zinser Personnel Service, 1549 
Marquette Building, Chicago, Hlinois. 


Pediatric Supervisor — Catholic, unmarried, postgraduate train- 
ing, $75, maintenance, central. Zinser Personnel Service, 1549 
Marquette Building, Chicago, Illinois. 


Dietitian — Catholic, degree required, hospital has training school, 
central. Zinser Personnel Service, 1549 Marquette Building, 
Chicago, Hlinois. 

Laboratory Technician — Catholic, hospital has laboratory train- 
ing school, salary open, full responsibility, western. Zinser Per- 
sonnel Service, 1549 Marquette Building, Chicago, Illinois. 





















































Instructor Nursing Arts: College degree and experience. 160 bed 
Sisters’ hospital, New York State. (b) 200 bed Michigan hospital. 
College credits; experience preferred. Interstate Hospital and 
Nurses Bureau (Miss Mary E. Surbray, R.N., Director) 332 Bulk- 
ley Building, Cleveland, Ohio. 


Science Instructor: , 











With experience. 225 bed Sisters’ hospital, 
large city, 35-40 years. Qualified to teach Chemistry nad Bacteri- 
ology. Interstate Hospital and Nurses Bureau (Miss Mary E. Sur- 











special preparation in ward management. Salary open. 175 bed 
hospital. New York registration required. Interstate Hospital and 
Nurses Bureau (Miss Mary E. Surbray, R.N., Director) 332 
Bulkley Building, Cleveland, Ohio. 


POSITIONS WANTED 
Obstetrical Teaching Supervisor: College credits; post-graduate, 
Obstetrics, one year, University hospital. 5 years experience, 
supervisor 70-bed department. Prefers Sisters’ hospital. Interstate 
Hospital and Nurses Bureau, (Miss Mary E. Surbray, R.N., Direc- 
tor( 332 Bulkley Building, Cleveland, Ohio. 


The Medical Bureau has available for appointments a great group of 
physicians, dentists, hospital executives, graduate nurses, laburatory 
technicians and dietitians. All credentials have been painstakingly 
investigated. If you have vacancies on your medical or nursing staffs, 
write for biographies of qualified applicants. The Medical Bureau 
(M. Rurneice Larson, Director). 3800 Pittsfield Building, Chicago. 


Single, experienced man, desires position in hospital as orderly. 
Address H. 8S. R., Warroad, Minnesota. 
NURSING AND MEDICAL BOOKS 


We have every nursing or medical book published. Books of all publish- 
ers carried in stock. Lowest prices, prempt service. Write Chicage 
Medical Book Cempany, Chicago, Illinois. 

DIPLOMAS 


Diplomas—One or a thousand—write for Circular P showing forms for 
Nurses and Internes. Ames and Rollinson, 50 Church St., N. Y. City. 
White mice for laboratory purposes, all healthy stock, any size, 
Elmer Cook, 722 Church Street, Toledo, Ohio. 






































Offers a Selective Service to Nurses and Employers of Nurses 





NURSE PLACEMENT SERVICE 
(Sponsored by Midwest Division of American Nurses Association) 


Anna L. Tittman, R.N., Executive Director 


Room 514, 8 S. Michigan Avenue Chicago, Illinois 
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auditorium. Rev. L. Wolfe of St. Paul’s Seminary and Dr. 
Frank Darrow of Fargo addressed the class. 

Mercy Hospital Class Graduates. Fifteen young ladies of 
Mercy Hospital School of Nursing, Valley City, received their 
certificates of graduation from Bishop Muench in the hos- 
pital chapel. 

The graduating class was entertained at a formal banquet 
given by the junior and intermediate nurses on a Monday 
evening. 

Ohio 

Cancer Authority Tells of Research Advances. Dr. George 
Speri Sperti, director of the Institutum Divi Thomae, Mt. 
Washington, prophesied recently that recent discoveries made 
in the Institutum of substances that play an important part 
in the control of cellular changes are at hand. “Cancer is 
caused,” he said, “not by one agent, but by many different 
agents. It may result from X-ray burns. In some cases 
we know it to be caused by a virus, a substance which seems 
to have some of the properties of living matter and yet is 
so small that it passes through the finest filter and defies the 
most powerful microscope. Some forms of cancer are caused 
by bacteria. Several chemical compounds are known 
to produce cancer. . . . A variety of other agents, including 
certain forms of injuries, also cause cancer; therefore, it 
seems logical that cancer is the result of some very general 
phenomenon. 

“In view of the fact that agents of such widely varying 
nature seem to be capable of causing cancer, we must con- 


clude that they all have some action in common. This action | 


has been shown to be an unbalance in metabolism; that is, 
changes in the way cells grow, in the way they breathe, and 
in the way they utilize food. 

“The recent discoveries at the Institutum Divi Thomae, 
dealing with metabolic stimulating factors, promise to be of 


extreme importance in future studies of the cancer problem | 


and have attracted world-wide attention. Researches now 
being completed show startling results and will be presented 
at scientific meetings in the near future.” 

Dr. Sperti expressed the belief that co-operation of effort 
is positively essential in hastening the solution of the problem 
of cancer because it is so broad in its scope and involves 
study and research in every branch of science, including 
biology, biochemistry, medicine, physics, chemistry, etc. “At 
the Institutum laboratories,” he continued, “scientists skilled 
in all branches of learning are contributing their efforts to 
one common end; namely, a solution of the cancer prob- 
lem, and such united effort gives promise of far-reaching 
results. . . . 

“Cancer is one of the most dreaded maladies, not only be- 
cause it ranks among the highest in mortality claims, but 
also because of the painful death that frequently accom- 
panies it. Statistics show that cancer causes approximately 
12.2 per cent of the total deaths. It is outranked in its 
mortality only by diseases of the circulatory and _ respira- 
tory system. The number of deaths in the United States 
as a result of cancer in the year 1930 was approximately 
122,000. The expected number of deaths for 1940 is 196,000 
and in 1960, 270,000. These statistics given some notion of 
the astounding rate with which deaths due to cancer are 
increasing.” 

Dr. Elmer Schleuter, professor of physiology at the In- 
stitutum Divi Thomae, read a paper on the cancer problem 


at the recent International Chemistry Congress in Rome, | 


Italy. 
Hospital Graduates 36. Thirty-six seniors of St. Vincent’s 
Hospital School of Nursing, Toledo, received diplomas at 


commencement exercises held in St. Ursula’s auditorium on a | 
Saturday evening. Miss Dorothy Day, editor of The Catholic | 


Worker, was the speaker. 
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Christ “really lives” in this new religion 
text. It makes religion a living, pulsating 
affair of the mind and heart. It is built 
upon the two excellent psychological prin- 
ciples: religion is best built up around a 
person—the person of Christ, and love 
comes with knowledge—to love Christ we 
must know Christ. 

The author brings out the human qualities 
of Christ, emphasizing those we find most 


A new Religion Course based 


on the Life of Christ 


Christ 
the 
Leader 


by the Rev. W. H. RUSSELL, Ph.D. 


THE CATHOLIC UNIVERSITY OF 
AMERICA AND TRINITY COLLEGE 


——— 4 


attractive in our friends. He proves also 
His divinity, showing that Christ fully 
vindicated His claim to be God. Follow- 
ing the life of Christ through the Gospels, 
he comments on the various passages and 
applies, in a simple and practical way, the 
Scripture lessons to everyday life. Review 
questions follow each chapter. Maps and a 


complete index add to its usefulness. 
$2.00 





Other religion texts from the Bruce list: 


FAITH FOR LIFE, Rev. James J. Graham, $1.40 
OUTLINES OF BIBLE STUDY, Rev. John C. Dougherty, S.T.L., $1.80 
THE CHURCH OF CHRIST, Rev. A. Rousseau, $2.00 
THINK AND LIVE, Morrison and Rueve, $1.70 
RELIGION AND LEADERSHIP, Rev. Daniel A. Lord, S.J., $1.50 
CHRISTIAN LIFE AND WORSHIP, Rev. Gerald Ellard, S.J., Ph.D., $2.00 
THE CATHOLIC CHURCH AND THE MODERN MIND, Rev. Bakewell Morrison, S.J., $2.00 
REVELATION AND THE MODERN MIND, Rev. Bakewell Morrison, S.J., $2.25 





THE BRUCE PUBLISHING COMPANY  e 


MILWAUKEE 











June, 1938 

















